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INTRODUCTION 


Psychopharmaca (21) has listed 1,067 | 


1957, of which some 70 reported research | 


‘in which an attempt was made to control 
relevant variables. At present the number 


of studies of chlorpromazine has reached - 


astronomic magnitude. From this flood of . 
publications, Heilizer (11) selected for re- 


view those studies which met minimum 


criteria of scientific research design and con-_ 
trol procedures. There were 37 such con- of this research was a comparison of the- 


trolled studies. The discrepancy between 


the volume of literature and the number of 
controlled studies reported points up a lag 
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increasingly serious as promising ‘results 
reported from the use of chlorpromazine 


studies of the therapeutic effects of chlor- ave been followed by the introduction of 


promazine published between 1952 and . 


additional phenothiazine derivatives’ with 
varied claims as to. their special PRrpones 
and advantages. 

In January, 1958, a study of the Lelativ 
effectiveness of promazine, chlorpromazine, 
mepazine, triflupromazine, prochlorpera- 


_ zine and perphenazine was initiated on the 


admission service of Spring Grove State 
Hospital, Baltimore. The general purpose 


efficacy of these phenothiazine compounds 
in the short-term treatment of acutely ill 


- patients. A grant from the National Insti- 


between widespread hopeful curiosity about — 


psychiatric drugs and the development of 
suitable techniques and procedures for eval- 
uating their efficacy. This lag has become 


1This is the second of a series of three papers _ 


based on the results of Research Project Grant 
No. MY-2152 of the National Advisory Mental 
Health Council, National Institutes of Health, 
U. 8. Public Health Service, and administered by 
Friends of Psychiatric Research, Inc., Spring Grove 
State Hospital, Baltimore, Maryland. 

* Spring Grove State Hospital, Baltimore, Mary- 
land. The authors gratefully acknowledge the as- 


tutes of Health (U.S. Public Health Grant 
No. MY-2152) supported’ the research, 
which was carried out in a large-scale, con- 
trolled operation continuing over a period 


-. of approximately two years. (Since the 


comparative phenothiazine study reported 
here constituted the first phase of research 
carried out under this USPHS grant, it came 


_ to be known by personnel involved as MY- 
- 2152, a designation which will be frequently 


sistance and co-operation of the staff of the Spring — 


Grove State Hospital in the execution of this 
project. Acknowledgments are also made to the 


used below for the sake of brevity.) 
At the time Project MY-2152 was ini- 
tiated, comparative multiple drug studies 


 (ue., studies involving more than four drug 


following pharmaceutical companies for their en-— 


couragement and support: Schering Corporation, 
Smith, Kline & French Laboratories, E. R. Squibb 
& Sons, and Warner-Chilcott Laboratories. — 


cabegetion) were limited to a few investiga- 
tions, none involving acutely disturbed pa- 
tients. There were no yeports of controlled 
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multiple comparative evaluations of pheno-_ 
thiazine compounds in the literature. Pen- 


nington (19, 20), Bender and Nichtern (3) 
and Feldman (7) reported multiple drug 
studies in which both phenothiazine .com- 
pounds and ra@twolfia derivatives were in- 
volved. Moyer e# al. (18) and Raymond et 
al. (22) conducted similar studies using 


populations composed of psychiatric out- 


patients. As Freyhan pointed out in con- 
nection with a comparative phenotMiazine 
study which he reported in 1959 (8), drugs 
of different chemical families cannot be 
compared, i.e., calibrated or placed on a 
continuum with respect to potency, neuro- 
logic effect, or any other property. The ap- 
pearance of a number of new phenothiazine 
compounds, the paucity of research into the 
properties of these drugs, and the resulting 
ambiguity surrounding their relative merits, 
side-effects and specific action suggested 
the urgent need for a controlled multiple 
drug study restricted to. consideration of 
phenothiazine compounds; Theoretical un- 
derstanding of drug actién could not ad- 
yance until a conceptual framework was 
developed within which the chemical struc- 
ture of drugs might be related to interven- 
ing variables between drug intake and drug 
action. A controlled quantitative experi- 
mental study comparing available pheno- 
thiazine compounds would do much toward 
fixing pharmaceutic reference points, and 


thus leave fewer unknowns in the search for 
_ parameters of drug action. 


The purpose of this paper is to present, 
in part, the results of Comparative Pheno- 
thiazine Project MY-2152. In connection 
with the major purpose of investigating 
drug action, a number of related problems 
were considered. These included a study of 
the influence of physicians’ attitudes on 
their use of drugs (10) ; the development of 
a predictive index of treatment effects which 
would increase the precision of the com- 
parative drug experiment (9); a compara- 
tive evaluation of somatic side-effects of 


the phenothiazine compounds (15); and a 
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study. of the | 
of psychiatric hospital patients (14). Re- 


search is being continued on several other 
“specific problems related to Project 


2152. The present paper is focused on the 
following primary goals of the study: 1) a 
determination of the differential effects (in- 
ter-drug and drug-placebo) of various 
phenothiazine derivatives on total mor- 
bidity as measured by standard behavioral 
scales, and 2) a determination of the dif- 
ferential effects of various phenothiazine de- 
-Tivatives'on severity of illness as measured 
by global psychiatric ratings. 


| 


PROCEDURE 


| | 
>-SUBI ECTS 4 


s of both sexes between the ages of 18 

65'who were considered to be candi- 
dates for tranquilizing drug therapy by 
their ward physicians in consultation with 
the research psychiatric staff. Subjects were 
referred on the basis of such target symp- 
toms as anxiety, agitation and restlessness, 
without reference to the usual nosologic 
ng renin the resulting population be- 


: ate subjects were newly admitted pa- 
t 


ing predominantly schizophrenic in charac- 
ter. The actual ages of the subjects ranged 
from 18 to 61 years, with a mean age of 39 
years. The ratio of men to women was 1:2. 
Patients excluded from the study were al- 
coholies, court orders, chronic brain syn- 


maj or organic diseases, and 


CRITERION MEASURES 
Criterion instruments included 
rating scales of patient behavior and symp- 
toms, a checklist for recording ward behav- 
ior and impressions, and psychiatric rating 
scales designed to quantify clinical obser- 
vations. Specific measuring devices were: 
) The Multidimensional Scale for Rat- 
ing Psychiatric Patients, MSRPP (16). 
instrument, used to measure total mor- 
bidity, consists of 62 rating scales, 22 to be 


completed by a ward observer and the re- 
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maining 40 by a. clinician on the basis of 


the one-hour interview with the patient. In 
addition |to the total morbidity score, the 
MSRPP also yields scores for each of 11 


dimensions of psychopathology, for four 
pattern. 


scores (Normality, Catatonic, 


Paranoid and Hebephrenic), and for four 


| second-order. factors (Thinking Disorder, 


Withdrawal, Paranoid Beliigerencs: and 
Agitated Depression) . 

2) The Psychotic Reaction Profile 
(PRP). This instrument, used to record 
patient behavior as it appeared to ward 
personnel, was an experimental form of an 
inventory developed by Lorr eé al. (17), 


and consisted of 141 items of symptoms and: 


behavior to be checked by ward observers 
when describing a particular patient. The 
PRP yielded (cluster) scores in four major 
areas of pathology: Withdrawal, Belliger- 


ence, Depression and Thinking Disorder. 


3) The Psychiatric Scale of Target Symp- 
toms. A set of scales was devised by par- 


ticipating psychiatrists ‘at Spring Grove 


State Hospital to record clinical observa- 
tions with greater uniformity and objec- 


tivity than were obtained in customary 


progress notes. These scales were focused 
on target symptoms. They also included a 
global evaluation of severity of illness, con- 
sisting of the combined ratings (on five- 
point seales) for each of two variables, Dis- 
comfort and Adaptability. Discomfort 
included anxiety, depression, agitation, 
restlessness and “the subjective element of 
anger.” Ratings of Adaptability were based 
on answers to the following questions which. 
the physician posed to himself: 1) To what. 
extent does the individual function up to 
his capacity? 2) To what’ extent does he 
live up to the expectations of his environ- 
ment, provided they are realistic? 3) To’ 


- what extent can he utilize the environment 
for the satisfaction of his needs and be well 
received by the environment? The defini- 
tion of mental health underlying the psy- 
chiatrists’ global severity of illness rating 
might be stated as the ability of the individ~ 


ual to meet environmental demands without . 
disintegrating inner stress. Each patient 
was evaluated on the basis of what might 
be expected if he were to be discharged at 
the time of the psychiatric interview. 
Inter-rater reliabilities among personnel 
involved in the study were determined for 
both the MSRPP and the PRP. Prior to 
official acceptance of patients for study, 


ward observer inter-rater agreement on the 


PRP was determined for six pairs of raters 
from the six wards of the admission service | 
included in the comparative drug project. 


Each pair of raters observed the behavior 
of 20 patients for:a period of one week (ex- 


cept in one case, where the rapidity of pa- 
tient movement during the observation 
period permitted the rating of only 15. pa- 
tients). The average inter-rater percentage 
agreement figures found were therefore 
based on a total sample of 115 patients. 
Mean intraclass correlations for the PRP 
scales among 12 evaluators were found to 
be: Thinking Disorder, .81; Withdrawal, 
.90; Belligerence, .83; Depression, .59. The 


range in average percentage agreement for 


the six pairs of raters on the total 141 
checklist items was from 74 to 94, with a 


mean percentage agreement of 83. Inter- 


rater agreement for the ward observation 
section of the MSRPP was also determined | 

for the six pairs of raters on the total sam- | 
ple of 115 patients. The average percentage 
of complete agreement for MSRPP ward 
observation items was 69. (Item 51, which 
could not be scored on all wards, was 


dropped from the comparison.) Average — 


percentage agreement within one scale 
point was found to be 91, while that within 
two points was 96. For 2.8 per cent of the 
items, one or another of the raters had uti- 
lized the “unratable” category, whereas the 


other had utilized a scale number.. 


Reliability for the four MSRPP. inter- 
view raters utilized in Project MY-2152 
was determined for a sample of 15 patients, — 
representing varying degrees of illness and 


selected from the active treatment wards 
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of the based on sin- 
gle interviewing sessions, during which an 
alternatingly assigned member of the rating 
team took the lead in questioning the pa- 
tient. The average intraclass correlation for 
the total morbidity score (interview sec- 
tion) of the MSRPP was found to be .75 
for the four participating clinical psycholo- 
gists. For MSRPP interview factors the 


average intraclass correlation of these 
raters was as follows: C, E, 12; F, 


G, .60; J, 80; K, .74. 


For the Psychiatric Sculé od Target 
Symptoms, inter-rater agreement was ex-— 


amined in practice trials on 20 patients. The 


_two participating psychiatrists jointly in- 
_terviewed these patients and rated them in-— 


dependently on the target symptoms scale, 


later discussing their ratings on each pa- 


tient, with special attention to those on 
which they had disagreed. In these: discus- 
sions, mutually acceptable definitions of 


target symptoms were formulated in the 


manner described previously in connection 
with the Discomfort and Adaptability 
scales. Though formal reliability studies of 
the Psychiatric Scale of Target Symptoms 


were not made, the effectiveness of this 


instrument ‘in subsequent differentiation 


among drug categories an 


quate of 
DRUGS 


promazine 


(Sparine), chlorpromazine (Thorazine), 


mepazine (Pacatal), triflupromazine (Ves- 


prin), prochlorperazine (Compazine) and 
perphenazine (Trilafon). Phenobarbital 
(active placebo) and an inert placebo (sa- 


line/lactose) completed the eight categories 
to which patients were assigned. 


Medications were given to patients on a 


_ double-blind basis. The choice of the par- 
ticular drug to be used in any case was 
based on a predetermined random selection | 


of the compounds constituting the eight 


The following ‘drugs 
a double-blind technique: 


dispensed in standard unmarked 
of #0 and #1 size, eolored pink to mask — 
all identifying consistencies and colors of — 
the drugs. Capsules were of two strengths, _ 
#1 and #2. The #2 capsules contained a 
dosage double that of #1. The physician - 
knew a patient had six chances in eight of — 
being given a phenothiazine compound, but — 
did not know which drug was being given, 
or whether the patient was receiving one 


of the placebos. 


A dosage chart listing minimum paren- — 
teral and oral dosages for each of the 
phenothiazines and the two placebos is pre- 
sented in Table 1. Parenteral dosages are 
those in standard use, and oral dosages are 
those suggested by the respective pharma- 
ceutic companies as generally applicable bad 


large patient 
METHOD 


As each admitted was as- 
signed to a ward physician, the latter was. 
required to make a decision as to whether 
the patient was to be placed on a tranquil- 


izing drug. The criterion was the presence 


of target symptoms (viz., anxiety, agita- 
tion, hostility), as delineated. in orientation 
conferences between doctors and research 
personnel. If the psychiatrist’s decision was 
- in the affirmative, he was required to notify 
'. the Research Department and to allow 48 

hours to elapse so that the Department. 
might obtain necessary: and as~ 


sign medication. . 


fter preliminary with 
the drug companies, the following proce-— 
dure was decided upon as the optimal 


method for administering the various medi- 
cations: After a 48-hour drug-free evalua- 


tion period, medication was given paren-. 
terally for two days. It was provided in- 


unmarked ampules containing 1 ce., and the 


minimum dosage was 1 cc. given intramus- 


cularly three times a day. Medication was 
given parenterally for the first two days of 
treatment to insure that each patient re- 


the medication end to allow for'the 
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Comparative Dosage! Study 
| | | Oral Highest | Average | 

| | wl | #2 | 
BE ig 7 5 8 | 16 15: 24 96 30.83 1.28 
Prochlorperazine 5 | 10 | 2 ‘15 30 125 45.38 1.51 
Triflupromazine 25 25 | 50 “15 75 300 110.46” 1.47 
Mepazine ; 25 25 50 75 75 450 135.45 1.81 
Chlorpromazine 25 100 | 200 75 300 1200 401.35 1.34 
Promazine _ 50 100 | 200 150 300 — 1600 438 .92 1.46 
| 65 2.5 195 97.5 360 183 .64 1.88 
Placebo Saline | Lactose amps 3 #lcaps.|16 #2caps|3 #2caps.| 2.00 


Ratio of average to minimum daily dosage. 


sank effective build-up of medication in 
acutely disturbed patients. On the patient’s 
third day of drug therapy, oral medication 
was started. The regulation of medication 


at this point called for a minimum of three 


capsules a day, which provided i in all cases 


_ the minimum dosage level in milligrams 
recommended by the respective drug com- 


panies. If after a few days’ trial the phy- 
sician felt. dissatisfied with the results of 


this dosage and wished to increase it, he 


could change over to the #2 capsule (dou- 
ble the dosage of #1). The physician could 
prescribe as many #2’ capstiles as he saw 
fit, with no predetermined ceiling, until he 


_ finally settled upon a dosage which ap- 
peared to be producing maximum. thera- 


peutic results on the basis of his daily 


| clinical observations of the patient. 
It was felt that the above method of ad- 


ministration would allow for thorough ex- 


 ereising of the physician’s clinical acumen 


in setting the particular dosage level which 


would give the most beneficial results for 


each individual patient. The ward physi- 
ian could. also drop a patient from the 
study if he felt he should alter the plan of 
treatment because of the ineffectiveness of 
Whenever drug. was dis- 


continued the. Department was 
notified and a reason given for the change. 
In all cases, physicians were urged to keep 
the patients on drugs as long as possible. 
Whenever physiologic complications due 
to the drug developed, this was also brought 
to the attention of the Research Depart- 


ment, so that an accurate account of such 


complications might be made. The cut-off 
point of the study was six weeks from the 


‘date medication was started. If the patient 


was still in the hospital and on the experi- 
mental drug at the end of this period, his 
physician could continue medication if he 
wished. A note was entered in the patient’s 
chart as to the drug he had been receiving. 
This. information was secured from the 
pharmacist and recorded in the patient’s 
chart by a member of the nursing staff. 


Patients were evaluated initially (pre- _ 
treatment) in terms of all criterion meas- ~ 


ures. Subsequently, psychiatric rating scales — 
and the ward observation checklist (PRP) 
were completed weekly. MSRPP ratings 
were made at two-week intervals. As indi- 
cated previously, the physician could stop 
treatment at any time in the course of the 
experimental procedure if he felt there was 

clinical justification for this move. If a pa- 
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ten days when his physician decided to re- 
move him from the project; and if one week 
had elapsed since his previous rating, he 


was rated again before the drug was discon- 


tinued. All clinical and research personnel 
working with patients were bound to the 


double-blind the Te- 
search plan. 


ANALYSIS OF 
Criterion instruments yielded scores for 
subjects in each of 31 variables, These in- 


cluded an MSRPP total jmorbidity score, 


MSRPP factor and pattern scores, PRP 


cluster scores, psychiatric target symptom 


ratings and glokal psychiatric evaluations. 


_ To avoid unwieldiness, excessive length, 


and over-complexity in presentation of re- 


_ sults, the present paper will be limited to 


reporting differences in efficacy of the drugs 
as measured by the MSRPP total mor- 
bidity scores and by psychiatrists’ global 
evaluations of adjustive capacity. Differen- 
tial effects in specific areas of pathology, 
as measured by factor scores of the MSRPP 
and other instruments, will be discussed in 


a subsequent paper. H 
The psychiatrists’ global severity of ill- 


mess initially included ratings of both 


Adaptability and Discomfort. For reasons — 


which will be discussed later, the Discom- 
fort scale was omitted from the criterion 
instrument in treatment of data reported 
in this paper. Adaptability as defined pre- 
viously (i.e., integrative potential or ego 
strength) was taken as the psychiatrists’ 
estimate of overall emotional health. Thus 
two criterion measures of global severity of 
illness, the MSRPP total morbidity score 
and the psychiatrists’ Adaptability rating, 
were analyzed for differences among drug 
groups after two weeks of medication and 
at the end of treatment, whenever that oc- 


curred for each patient. Those patients on 


whom data were incomplete, together with 
those not receiving medication for at least 
ten days, were excluded gprapinamet 


“The 


nique was used to control relationships 
between initial scores in each of the two 


measures and post-treatment MSRPP total | 
morbidity. When the Adaptability rating — 
was taken as the criterion measure, analysis _ 
of covariance was used to adjust drug group _ 
means to approximately equal starting — 
levels in that variable only, since control- | 
ling relationships between initial MSRPP 
total morbidity and final Adaptability 


score were found to increase error variance 
and tended to obscure rather than to 


sharpen post-treatment drug group differ-— 
ences. Relationships between initial and sub-_ 


sequent scores of the individual drug groups | 


in each criterion instrument did not depart 


significantly from linearity at the two-week 


evaluation point or from beginning to end | 


of treatment. Regression lines of subsequent 
initial scores of each drug category were 
not significantly different from each other 
in the case of either measure over either 


of the two time intervals. The Bartlett (2) 


test for homogeneity of variance was made, 


and suitable transformations were em- 


ployed where heterogeneity of variance was — 


revealed. When an ahalysis indicated sig- | 
nificant differences among drug groups, the . 


multiple-range test (6, 12) was used to 


determine the significance of = in | 


drug comparisons.’ 


Results of the analysis of 


variance for the MSRPP criterion measure 


the analysis of covariance for the 


Adaptability rating for the two-week treat- 
ment period are presented in Table 2. Com- 


parable results for the entire period of 
treatment (from beginning to termination) © 


given in Table 3. Significant differences 


efficacy as measured by each criterion 
among individual drug comparisons over | 


the two-week evaluation period and from 
in Table 4. 

The rank orders of post-treatr 
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TABLE 2 
Two-Week Evatuation (N = 187) | 
Criterion Measure: MSRPP Total Morbidity 
Mean | formed | | Mean | Mean 
Perphenazine 41.44} 3.00] 23.89 |. 4.81 | 4.65 | 2 | 3.00 | 2.390 | 2.21 | 4 
Prochlorperazine 32.33 | 2.92 | 23.46 | 4.B1 | 4.96 | 4 | 2.92 | 2.138 | 2.12 | 3 
Triflupromazine 37.00 | 2.92 | 24.48 | 4.79 4.80 | 3 2.92 2.00 1.99 2 
I ine “ 40.05 | 2.65 | 32.70 5.56 | 5.54 | 6 | 2.65 | 2.45 2.68 8 
Chlorpromazine 39.35 | 3.04 | 23.26 | 4.70 4.60 1 3.04 |: 2.04 1.93 1 
Promazine 34.17 | 2.88 | 29.25 | 5.28 5.38 | 5 2.88 | 2.33 2.36 6 
Phenobarbital 37.48 | 3.17 | 34.30 | 5.164 5.56 | 8 3.17 2.57 2.34 | 5 
Placebo 7 37.69 | 2.69 | 31.69 | 5.50 | 5.55 | 7 2.69 | 2.34 2.53 | 7 
Multiple | Covariance F-ratio = 2.95 Covariance F-ratio = 2.48 
df = 7,177 p < 01 


*X, = Initial Total Morbidity Mean; X:= Initial Mean. 


3 


si means for each criterion variable are 
presented in Tables 2 and 3. Rank order 
correlations between relative efficacy of the 


drugs according to mean post-treatment 


MSRPP total morbidity scores and mean 


: post-treatment Adaptability scores were .76 


at the two-week evaluation point and 88 
at the end of treatment, both significant at 


- the .05 level. There is evidence to indicate 
that the extent of these correlations i is not 


| TABLE 3 
-, Initial to Final Evaluation (N = 187) 
Criterion Measure: MSRPP Total Morbidity, _|Titerion Measure: 
‘ 
Drug Group * Final | 3 
| | | | mame | | | | 
| Mean | formed | vans: Mean | Mean | Adjust 
Xs Mean Mean 

Perphenasine 41.44 | 3.00| 24.89 | 4.91 | 4.74 | 4 | 3.00 | 2.22 | 2.15 | 4 
Prochlorperazine | 32.33 2.92 | 21.21 | 4.42 4.57 | 1 2.92 | 2.04 2.03 
Triflupromazine 37.00 2.92 | 22.58 | 4.62 | 4.62 | 3 | 2.92 | 1.4 | 1.80 | 1. 
Mepazine 40.05 2.65; 30.45 | 5.63 -| 5.34 | 6 2.65 2.30 2.49 

Chlorpromazine 39.35 | 3.04 | 23.26 | 4.71 4.59 2 3.04 2.04 1.95 2 

‘Promazine a 34.17-| 2.88 | 25.54 | 4.88 4.99 | 5 2.88 2:21 |} 2.3 1 5 

’ Phenobarbital - 37.48 | 3.17 | 35.17 | 5.74 | 5.62 | 8 3.17 2.70 2.51 8 
Placebo | 37.69 2.69 | 31.28 ‘5.34 §.41 | | 7 2.69 2.31 | 2.47 | 6. 
Multiple Covariance F-ratio = 2 95 Covariance F-ratio = 2.30 
df = 7177 p < OL df = 7,178 p < 05 

= Initial Total Morbidity Mean; X: = Initial Mean. 


to the fact that pre-treatment 


bility scores were used in adjusting both 
criterion measures. When MSRPP total 
morbidity scores were adjusted in terms of 
initial morbidity scores only, the resulting 
correlations between criterion means re- 
mained unchanged. By contrast (and as an 
example of the relative independence of the 
initial drug group means of these meas- - 
ures), the rank order correlation between 
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TABLE 4 


Individual Drug MSRPP Total and Paychiatric Adaptability Rating 


E Criterion Measure: MSRPP Total Morbidity Criterion Measure: Psychiatric Adaptability Rating 
Drug Initial to Two Weeks Initial to Final Initial to Two Weeks Initial to Final 
| Mean Comparison} Y | Mean Comparison| [Mean Comparison) Y | Mean Comparison 
1 | Perphena-| 4.65 | Better than: 4.74 | Better than: | 2.31 — 2.15 — 
zine Mepazine Phenobarb 
Promazine 
Phenobarb.| - 
2 | Prochlor- | 4.96 _ 4.57 | Better than: | 2.12 | Better than:| 2.03 | — 
3. | Triflupro- | 4.80 | Better than: | 4.62 | Better than: | 1.99 | Better than:| 1.80 | Better than: 
mazine Mepazine Phenobarb. Mepazine Mepazine 
| Phenobarb.| Placebo Placebo Phenobarb. 
Placebo : | | Placebo 
4 | Mepazine | 5.54 — | 5.34 2.68 — 2.49 — 

*5 | Chlorpro- | 4.60 | Better than: | 4.59 Better than: | 1.93 | Better than:| 1.95 — 
mazine Mepazine Phenobarb. Mepazine | 
Promazine Placpbo.. Placebo 

Phenobarb 
Placebo 
6 | Proma- | 5.38 | 4.99 2.36 2.23 
zine 
7 | Phenobar-| 5.56 5.62 ~ 2.34 2.5);  -— 
bital 
8 | Placebo | 5.55 | 6.41 2.53 — 2.47 — 


* Multiple range test (12) using 05 level of signiffpance. 


t Y's equal adjusted means in all cases. 


pre-treatment mean scores for MSRPP to- 
tal morbidity and Adaptability was found 
to be only .03. 

At the two-week evaluation point, the 
mean total morbidity scores of the per- 
phenazine, triflupromazine and chlorproma- 
zine groups were significantly lower than 


_ those of the mepazine, phenobarbital and 


placebo groups. In addition to these differ- 


ences, the mean total morbidities of the 


perphenazine and chlorpromazine patients 
were significantly lower than the mean mor- 
bidity score of the promazine subjects. The 


psychiatrists’ rating of Adaptability re- 


flected a similar pattern of drug differences 
after two weeks of treatment. Trifluproma- 


- gine and chlorpromazine patients were rated 


as significantly more adaptable than mepa- 
zine and placebo patients. Psychiatrists also 
rated the prochlorperazine group as more 
ae than the mepazine group. 


i When the entire period of treatment for 
_#ach patient was taken as a basis for com- 
relative efficacy of the drugs, the 

-MSRPP total morbidity score reflected the 


superiority of perphenazine, prochlorpera- 
zine, triflupromazine and chlorpromazine to 
phenobarbital. Of these four drugs, all ex- 
cept perphenazine were also measurably su- 


perior to the placebo. Pre-treatment to 


post-treatment comparisons in the Adapta- 


bility scale indicated the superiority of tri- 


flupromazine over mepazine, phenobarbital 
and the placebo. Differences among other 
drugs failed to reach the predetermined sig- 
nificance level. 

Tn summary, the drugs studied tended to 


fall into two groups in the extent to which 


they reduced MSRPP total morbidity: per- 
prochlorperazine, trifluproma- 


e and chlorpromazine were therapeuti-— 
wally more effective than were 
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promazine, phenobarbital and the placebo. 
‘With the exception of perphenazine, the 
) sychiatrists’ Adaptability scale placed the 
drugs in similar groups: triflupromazine and 
chlorpromazine were more effective in in- 
‘reasing Adaptability than were mepazine 


and the placebo; prochlorperazine height- 


‘ned Adaptability more did mepazine. 
Mepazine and promazine were no more ef- 


fective in reducing. total morbidity or in- 
creasing Adaptability than were phenobar- 


pital and the placebo in terms of either 
criterion measure over either time interval. 

Individual drugs varied in effectiveness 
according to the period of administration 
and the criterion measure. MSRPP total 
morbidity was reduced more slowly by pro- 
chlorperazine than by the other three thera- 
peutically effective phenothiazines. Per- 
phenazine was effective, according to 


MSRPP ratings, at two weeks; however, — 


the therapeutic value of this drug was less 
clearly demonstrated at the final evalua- 
tion point. In terms of psychiatrists’ ratings 
of Adaptability, perphenazine showed no 
superiority to any other drug over either 
time interval. Across the board, so to speak, 
triflupromazine and chlorpromazine made 
impressive showings, demonstrating con- 
sistent superiority to phenobarbital and 
placebo over both evaluation periods. __ 


« The Sample: Effects of Attrition: The 
data collection phase of Project MY-2152 
began in April, 1958, and continued through. 
November, 1959. From approximately 2,500 
patients admitted during this time, 277 pa- 
tients were selected from admission service 
as candidates for phenothiazine therapy. Of 
the 238 patients who met all population re- 
-_strictions, 187 remained in the project at 
least ten days and received pre-treatment 
and post-treatment evaluations on all cri- 
terion measures. Fifty-nine patients com- 


pleted the prescribed six-week treatment | 


course, and 108 remained in tke study for 
approximately a four-week period. The 


Number of Subjects in Each Drug Category - 
__at Subsequent Evaluation Points 


- Drug Group . wn 
Perphenazine | 48/ .4 (27.11 
Prochlorpera- | 32| 24| 14] 10 [29.29 
zine 
Trifluproma- | 36/ 31} 26| 20) 12 [32.38 
zine 
Mepazine 34} 27; 20; il 7 |26.70- 
Chlorproma- 33 32; 13] 7 (27.30. 
zine 
Promazine 32; 29| 24; 15| 8 (29.92 
Phenobarbital | 37 | 29| 23; 8] 2 (|21.43. 
Placebo 37 | 30} 29; 16} 9 /26.86 
Totals 277 | 238 | 187 | 108 | 59 (27.62 


_ .* Number of patients at time of initial evalua- 
tion. Subsequent to referral, 13 patients were 
found to violate population restrictions; 18 were 


considered poor candidates for tranquilizing _ 


therapy by. the research staff; and eight were con- 
sidered as unratable and/or unmanageable. 


number of patients in eaeh drug category 
at successive evaluation points is given in 


Table 5. While only seven per cent of the 


phenobarbital and 13 per cent of the per- 
phenazine patients completed six weeks of 
treatment (most of the former being taken 
off medication because of “no improve- 
ment,” and the latter because of neurologic 
complications), 39 per cent of the triflu- 
promazine patients remained until the pre- 
determined: cut-off point. Percentages for 
the other drug categories ranged from 22 to 
34. In terms of average number of days 


if treated, phenobarbital (21.43) and triflu- 


promazine (32.38) are again at opposite 
‘An analysis of factors responsible for 
physicians’ failures to refer patients to the 
study and for subject attrition has been 
presented in an earlier paper (13). A survey 
of admission records during the first 18 
months of the intake of research subjects _ 
revealed that 125 patients who appeared 
to be suitable for the project had not been 


; 
‘ | 
; 


* 


referred. Of these agials, more than half 


were described as “too disturbed.” In con-. 


nection with interpretation of results, it 
is important to note here that our sample 
was curtailed to some extent by a syste- 


matic elimination of highly disturbed pa- 


tients. These patients, who might have been 


expected to respond well to drugs, tended 
* not to be referred to the study because phy- 


sicians were unwilling to withhold medica- 
tion from them for the necessary 48-hour 
evaluation period. te 

Selective factors operating in subject at- 


trition led us.to discard four-week and six- 
week treatment comparisons of drug 
groups. Since physicians could remove from 
the study patients who showed no improve- 
ment, it was felt that the sample was dis- 


torted and no longer random after an 
appreciable number of subj ects had been re- 


moved from the study on the basis of their 
individual responses to the drugs. Eighty- — 


one subjects were removed from the study 
because of lack of improvement, as com- 


pared to eight patients who no longer 


needed drugs and 27 who developed side- 
effects. The rank order correlation between 
number of subjects in each* drug category 
removed because of lack of improvement 


and the potency of the drug (in terms of 
-recommended dosage) was found to 


—.96, significant at the .01 level (13). The 
procedure of selectively removing “failures” 
from the patient sample thus favored least 
potent drugs, so that spontaneous remis- 
sion may be suspected in those patients re- 
ceiving these drugs who remained in the 


study. In view of these considerations, com- | 


parisons among drug groups at the two- 
week evaluation point and from beginning 
of treatment to termination (whenever that 
occurred in each individual patient) appear 
to be the most meaniggful approach to the 


_ problem of valid measurement of drug ac- 


tion when individual reactivity must be 
taken into account. Phenothiazines can 
then be compared not only on the basis of 
a standard time — with a telatively 
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intact sample of ‘piddnkie: but also in terms 
of a flexible period of administration tai- 
lored to individual response. | 

| Somatic Reactions: A total of 25 ssitienks 
receiving active drugs were removed from 
the study hecause of neurologic or other 
somatic complications. Of the 14 subjects 
who showed neurologic reactions, six de- 


veloped symptoms during the first two days 


of medication (in the period of parenteral 
administration) , nine during the first five 
days, and 11 by the tenth day. Neurologic 
symptoms were divided among the drugs 
as follows: perphenazine, eight patients; 
triflupromazine,. four patients; prochlor- 


‘perazine and promazine, one patient each. 


Vasomotor. episodes were the most fre- 


quently: observed non-neurologic symptoms. 


Of the .11 ‘patients showing somatic disturb- 
ances othei)than central nervous system re- 
actions; “patients (two chlorpromazine, 

0 promazine, one prochlorperazine, one 
phenobarbital). developed vasomotor epi- 


sodes; and three patients (two chlorproma- 


zine, one prochlorperazine) had skin rashes. 


(chlorpromazine) developed 
leuk 


openia; and another (mepazine), a 
visual disturbance. The comparatively high 
incidence of neurologic complications ob- 
served during the first two days of paren- 
teral medication may perhaps be related 
to Freyhan’s (8) findings that the potent 

henothiazines act very rapidly, and that 
i phenothiazines act more potently when 
given intramuscularly. The number and 
severity of undesirable drug effects fol- 
lowed roughly the order of potency of the 
phenothiazines. Perphenazine was by far 
e worst offender, with eight patients (out 


of a total for all drugs of 14 patients) re-— 


oved from the study because of neurologic 
complications. Triflupromazine was. next, 
with four patients, and prochlorperazine 


d promazine were third, with one each. 
n the order of drug potency, non-neurologic 


somatic effects tended to begin where CNS 
symptoms stopped; they did not appear in 


of the three most 


ch 
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EFFECTIVENESS OF SIX PHENOTHIAZINE COMPOUNDS 11 


| (perphenazine and triflupromazine). Chlor- 


promazine patients accounted for five non- 


reurologic somatic reactions; prochlorpera- 
zine and promazine, two each; er 
and phenobarbital, one each. _. 

Results Compared with Those of Similar 


_ Studies: If consideration of comparative 


oaultiple psychiatric drug studies is limited 
19 those involving more than four drugs of) 
ihe same chemical family, we find none 


published before 1959. Early in that year 
_Freyhan (8) reported a comparative evalu- 


ation of ten phenothiazine compounds. In. 
December, 1959, Smith et al. (23) pub- 
lished results of a comparison of five pheno- 
thiazines. In August, 1960, Casey et al. (5). 
reported a large-scale experiment, carried 
out. co-operatively in a number of Veterans 


‘Administration’ hospitals, in which five 


phenothiazine derivatives and phenobarbi- 
tal were compared. 

Consideration of these studies hie been > 
reserved -for. this section of the paper for 
two reasons: 1) Chronologically, they were 
not published until our study was near com- 
pletion, hence their results did not enter 
into the planning of our own experiment. 2) 
The relatively small number of such studies | 
permits interesting comparisons to be made 
among methodologies, patient samples, hos- 
pital conditions and other variables vnnatis 
might affect results. 3 

The setting of Freyhan’s work was the | 


admissions building of a state hospital, and 
the subjects were acutely disturbed patients - 


selected on the basis of target symptoms 


which had excitement (as opposed to apa-— 
thy) in common. The ratio of men to. 
women was 1:2, and patients in the various © 
drug categories ranged in number from 22 


to 69. The author’s goal was to determine 
properties of the phenothiazines when 
treatment was tailored ‘to each patient's 
‘biochemical individuality,” and to relate 
as far as possible the clinical response of 
patients in treatment to the chemical struc- 
tures of drugs compared. Certain: controls, 
such as double-blind administration of 


medication and random selection of pa-— 
tients, were not included in Freyhan’s re- 
search design in the interest of naturalistic 
and intensive clinical observation of many 
facets of individual response to particular 
drug treatment. Though doctors and nurses 
were responsible for screening subjects and 
recording independent daily observations 
of their behavior, the author personally saw 
all subjects initially, made final decisions 
as to their disposition, and served as a con- 
sultant regarding their medication. Among 
phenothiazine compounds of the chlorpro- 
mazine model, Freyhan found chlorproma- 


zine and triflupromazine to be therapeuti- 


cally successful, with little difference 
observable in their action. Both were 
markedly more effective than was proma- 
zine, which showed a substantial number of | 
therapeutic failures. In the prochlorpera- 
zine model group, perphenazine, triflupro- 
mazine and_ prochlorperazine showed 
“marked similarity in action pattern, re- 
flected in the degree of uniformity of the 
therapeutic results.” Mepazine was found 
to be ineffective theratietstically: and to pro- 
duce numerous and relatively severe side- 
effects. Reserpine was less effective than- 
were five out of the six phenothiazine com- 
pounds with which it was compared, the ex- 
ception being promazine. Freyhan reported — 
~ detailed observations of extrapyramidal re- 
actions and other somatic symptoms asso- 
ciated with each drug, and related these ef- 
fects to the potency of the comes rather 
than to dosage. 

In August, 1960, the Psychiatry ind Neu- 


_rology Service, Department of Medicine 


and Surgery of the Veterans Administra- 
tion, reported results of a large-scale com- 
parative study of five phenothiazine com- 
pounds and phenobarbital, carried - out 
co-operatively in 35 Veterans Administra- 
tion hospitals (5). Differences in milieu were 
partially controlled by the stipulation. that 


each drug be represented an equal number 


of times in each hospital. Each participat- : 


ing hospital was requested to furnish 18 


a 
~ 
| 
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subjects, to be section within a period of 
three months. Responsibility for. carrying 
out research proceedings rested with one 


_ staff member of each hospital participating 
in the study. The final sample of patients 


studied consisted of 640 newly admitted 


schizophrenic men between the ages of 18 


and 54 years, of whom 30 per cent were 
married. The subjects had of course served 
in the Armed Forces, and either had first 
developed mental illness in the service or 
had had an existin® condition exacerbated 
by the service. The MSRPP and a clinical 
estimate of psychiatric status were used to 
measure changes which occurred in treat- 
ment. Double-blind procedures were fol- 
lowed in administration of drugs, and pa- 
tients were assigned randomly to treatment 
groups. Results of the Veterans Adminis- 
tration study indicated that all five pheno- 
thiazine derivatives were therapeutically 
more effective than was phenobarbital. 
Mepazine was less successful in reducing 
total morbidity than were the other four 
drugs at the dosage employed. No signifi- 
cant differences in efficacy were noted be- 
tween chlorpromazine, triflupromazine, pro- 
chlorperazine and perphenazine. Criterion 

easures showing change toward improve- 


ment after treatment with phenothiazine 


derivatives included resistiveness, belliger- 
ence, thinking disturbance, and degree of 
iliness. Other criteria affected favorably, 
especially by the four more potent pheno- 
thiazines; were motor disturbances, para- 
noid projection, — ew and 


withdrawal. 


In contrast to the shove studies 
are those of Smith et al. (23), who in No- 
vember, 1959, reported the results of a com- 


parative study of five phenothiazines. Sub- 


jects were chronic patients (63 men, 72 
women) who had been. refractory to pre- 
vious treatment. Willingness to take oral 
medication was one criterion for patient se- 
lection. The authors concluded that im- 


_ provement was so slight on many of the 
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bins that further study, using double-blind 

controls, seemed unnecessary. 

| Results of the present experiment are 

consistent with those of Freyhan and the 
eterans Administration study, as well as 


ose of clinical studies such as Ayd’s (1); 


luphenazine, prochlorperazine, chlorproma- 
ne and triflupromazine were consistently 
ound to be therapeutically more successful 
than were phenobarbital, a placebo and 
mepazine. Freyhan and Ayd observed that 
romazine was less effective than were 


hlorpromazine, triflupromazine, prochlor- — 


perazine and perphenazine. Since proma- 
zine had previously been shewn to be less 
effective than chlorpromazine (4), it was 


not incorporated in the Veterans Adminis- 


tration multiple phenothiazine research. 
Qur results indicated that perphenazine 
and chlorpromazine were more effective af- 
ter two weeks of treatment in lowering total 
morbidity than was promazine, and that 
promazine was not rated better than pheno- 
barbital or placebo in any comparison. 


| Such agreement as to the comparative | 


action of the phenothiazine compounds is 
in itself a finding-of some significance.‘ Dif- 
ferences in therapeutic success between ef- 
fective and ineffective phenothiazines, and 
between the former and phenobarbital and 
placebo, seem to be sufficiently gross to be 
apparent regardless of differences in experi- 

mental approaches, settings, and types of 


patients studied. Results reported by Smith. 


et al. (23), whose subjects were chronic 
“untreatable” patients, furnish a sole ex- 
ception to the general consensus of other 
investigators. Our results are of interest in 
t 


mes at the two-week evaluation point was 
substantially the same as that found in the 
Veterans Administration study after a one- 
month treatment interval. With the excep- 
tion of prochlorperazine, all of the effective 
drugs acted more rapidly than might have 
been expected from reports in the litera- 


t comparative efficacy of the phenothia- 
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veeks of treatment. At present we are ex- 
amining patients after five days of pheno- 
thiazine therapy; trends in the data gen- 


erally point toward significantly lowered : 


‘otal morbidity at this point. 
There was also some indication from our 
. ata that after an initial rapid improve- 


—aent, patients taking some of the more po- 
‘ant. drugs began to appear worse to 


MSRPP raters. The mean total morbidity 
of the perphenazine group was higher at 
-he final evaluation than at two weeks. Psy- 
-hiatrists also saw this drug as no more ef- 
jective than were phenobarbital and the 
vlacebo over either time interval. Since the 
psychiatrists’ ratings were based on the pa- 
tients’ potential for adjustment in the com- 


munity, they may have?been influenced by 


disabling somatic effects to such an extent 
that improvement in underlying pathology 
was not noted. It is not clear why short- 
term gains in the perphenazine groups in 
terms of lowered MSRPP total morbidity 
tended to be lost in the final evaluation, un- 
less, as Freyhan suggested, efficacy of the 
phenothiazine drugs is correlated with the 


appearance of undesirable somatic compli- 


eations. If such is the case, perhaps a dis- 
proportionately large number of perphena- 
zine patients who might have shown 


improvement with a lower dosage, or with 


extrapyramidal symptoms controlled by 
medication, were removed from the study 
because of alarming neurologic reactions. 
It is also. possible that side-effects tended 
to mask whatever improvement occurred. 
A drug which slows down a patient’s reac- 


tions, makes him appear groggy, or pro- 
-_duees rigid posture and gestures, may mimic 
functional illness to such an ‘extent that 
symptoms of the two conditions are indis- 
tinguishable. It is in this context that w 


‘an perhaps best interpret the finding that 


patients taking a drug which produced 


‘sombi-like” muscular rigidity appeared to 


ell they were measurably better after two improvement in more blatant 


_METHODOLOGIC SIDELIGHTS 


The Statistical Model: The of the 


_ present paper has been on differential drug 
effects indicated by significant differences 
in drug group post-treatment means in 
measures of overall pathology. It was nec- 
essary to omit the psychiatrists’ rating of 
subjective Discomfort f these major 
criteria, because relationships of subsequent 


‘to initial scores in this variable were sig- 
nificantly different among the eight drug 


eategories. The F-ratio of means is an ex- 


act test of significance only when treatment 


groups compared show homogeneity of vari- 
ances and regression coefficients. The find- 
ing of heterogeneity of variances and/or 
regression coefficients in the data may in 
itself furnish valuable information relative 

differential drug effects. We are at pres- 
ent analyzing data further in order to in- 
terpret such findings meaningfully in terms 
of the clinical problem of prescribing medi- 


cation best suited to the symptoms of an_ 


individual patient. Differential efficacy in 
the treatment of patients initially mani-: 


festing varying degrees of the criterion 


measure (e.g., Discomfort) can be hypothe- 


‘ sized from differences in regression coeffi- 


cients, though the data may not permit 


valid comparisons of drug group means 


(since these groups include patients of all 
levels of initial Discomfort). Indications 
that a patient’s initial level of Discomfort 
may influence whether he will be made 
more comfortable or less comfortable by a 
given phenothiazine can perhaps be related 
to Freyhan’s observation that the four 
more potent compounds were less successful 
with psychoneurotic patients than with 


we psychotic, as these drugs had in common A 


tendency to produce akathisia. Such symp- 
toms in mildly il patients were regarded as 
an indication of therapeutic failure, whereas 
they were relatively unimportant in the 
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light of overall improvement in 
severely psychotic subjects. : 

To use the analysis of covariance senitied 
to differentiate between drug effects in 
terms of post-treatment differences among 


‘drug group means, it is necessary that cer- 


tain underlying assumptions be fulfilled. 
Computer programs frequently do not pro- 
vide a means for determining whether data 
meet these assumptions. For this reason, 


after our data were processed by computer, 


significant F-ratios were then computed by 
hand calculator, testing at various | inter- 
mediate steps for appropriateness of the 


- technique. We found that data from the 
MSRPP total morbidity criterion variable: 


had to be further processed before the anal- 


ysis of covariance technique could be used, 


and data from still other measures could 
not be treated in any way which would 
satisfy requirements imposed by the 


‘- method. We therefore feel that a word is in 


order here regarding the. analysis of co- 


variance as a statistical compara- 


tive drug studies. : 

The analysis of covariance JPoratio of 
means, though the best method presently 
available for differentiating among treat- 


ments when the individual’s initial status - 


in the criterion measure influences outcome, 
has fairly serious drawbacks if relied on to 
do more than screen treatment comparisons 
for closer examination. Restrictions im- 
posed on the data may serve to mask rela- 
tionships which are as relevant to the prob- 
lem of comparative treatment evaluation 
as are final results in terms of differences 


among drug group means. Further, investi- 


gators may be seduced by a computer’s neat 
columns of print, with categoric answers in 
terms of F-ratios of means, to the extent 
that they omit the laborious examination 
of data to determine whether assumptions 
basic to the technique have been met. | 

One condition which must. obtain if the 
F-ratio of means is to be a precise criterion 
of differences is that the data show homo- 


geneity of variance, 1.e., that the individuals 


in a given drug group not be more like om 


otHer in the characteristic measured than 
are those in another drug group. If this as- 
sumption is violated in the post-treatment 
data, then the data must be “adjusted” 
in order to make drug groups similar in 

iount of scatter among individuals. Now, 
whether because of artifacts of measure- 


ment, or because of the nature of reality, 


post-treatment groups in studies involving 


attitudes and social behavior of hunian be- 


ings rather frequently show heterogeneity 
of variance, with individual variation 
within a group related to the average score 
of the group. In our MSRPP data, the 
“sicker” the post-treatment group, the more 
they differed among themselves. Since this 
was not the case in the Adaptability scale 

alyses, it is possible that the MSRPP 
total morbidity scale may be compressed 
near the zero point. In other words, since 
there is no “positively healthy’ pole, 
changes in patients who are not very ill 
may not be measured adequately. The cali- 
bration of the scale may be too gross to re- 


flect changes near the “normal” range, so 
that these patients cluster at the zero point, . 


nowhere to go in the positive direction. 
On the other hand, a case might be made 
for regarding the relationship between de- 


gree of illness and similarity to others as 
reality. One might say the sicker a group — 


is, the more variety there will be i in ‘the i in- 
dividuals it comprises. 

Another assumption of 
the analysis of covariance F-ratio of means 
is ‘that the data show homogeneity of re- 
gression—that is to say, the relationships 


between final score in the criterion vari- 


able and initial score must not be signifi- 
cantly different for the treatment cate- 
gories involved. Though most of our data 

not show heterogeneity of regression 
at, a statistically significant level after ad- 
justment was made for heterogeneity of 


variance, certain. information about drug — 


action. was revealed by a comparison of re- 
gression lines of individual drugs. For in- 
stance, i in the MSRPP total morbidity cri- 
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‘t-rion analysis of multiple covariance, there 
was very little relationship” between ini- 
tial and two-week scores in’ the perphena- 
zine group of patients. Whatever the pre- 
treatment severity of illness of each 

iidividual, patients who remained on the 
crug for two weeks were at very nearly the 
same post-treatment level of morbidity. 
“here was some evidence in the data of a 


tendency for the groups taking’ the more 


potent drugs to show less relationship be- 
‘ween. final and initial. morbidity than -did 
groups taking the less effective phenothia- 
zines, phenobarbital and placebo. This re- 
lationship, not statistically significant in 
our data, might be found in greater strength 
with larger samples of patients. Though 
reasoning by analogy. is treacherous, the 


action of phenothiazmes might .be com- 
pared to that of antibiotics. If a patient. 
has fever from an infection, the height of. 


his temperature .before receiving an anti- 
biotic bears no’ relationship~to his post- 
treatment. temperature. If, on the other 
hand, he received symptomatic treatment 
_ (aspirin or cold compresses) , the initial se- 


verity of the fever might be — to ie 


final temperature: reading. 
Though admittedly - 


above is offered to counteract the seats 


feeling of finality which comes of deriv- 
ing magical numerical answers to still com- 
‘plex and obscure problems. In the preced- 
ing paragraph it was our intention to point 


out that one must, in a sense, artificialize 
data from comparative treatment studies 


to fit them to the most nearly appropriate 


statistical method. The tail is uncomfort- 


ably close to wagging the dog. We do not 


have a superior method of data analysis 
to. offer at this time. We do feel, however, 
that results .of the analysis of covariance 
procedure cannot be adequately interpreted 
without taking the ane considerations ante 
account. — - 

The Clinician: The flexibility 
-5uilt into the design of MY-2152 provided 
interesting secondary criteria of drug action. 


ment Pearsonian r = 
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As noted above, patients were taken off 


drugs in approximately the reverse order 
of the potency of the drugs as indicated by 
dosages recommended by the respective 
drug companies. Table 1 contains the ratio 
between average daily dosage of each of 
the drugs and the minimum specified by the 
research design. The physicians, allowed to 


increase dosage as they wished, followed 


roughly the reverse order of drug efficacy 
in the extent to which they utilized each of — 
the drugs. In this connection, it can be ob- . 
served that the average’ daily . dosages of 
placebo, phenobarbital and mepazine were 
2.00, 1.88 and 1.81 times the specified mini- 
mum, respectively, as compared to 1.28, 
1.51, 1.47 and 1.34 for perphenazine, pro- 
chlorperazine, triflupromazine and chlor- 


‘promazine. Apparently relatively larger 


dosages terms of drug company recom- 
mendations’ on which research minimum 
dosage was based) of ineffective drugs were 
given, so that their lack of success cannot — 
be attributed to dosage. : 

The comparability of the-MSRPP total 
morbidity score and the psychiatrists’ rat- 
ing of Adaptability in distinguishing be- 
tween effective and ineffective drugs is of 


e great interest in view of the functional in- 


dependence of these measures ( pre-treat- 
40). The psychia- 
trists’ evaluation .was’ of a complex 
“multidimensional” quality which might be 


thought of as ego strength. It was related 


to community mores as well as to patient 
pathology. The MSRPP total morbidity 
score measured degree of illness manifested 
in clinical interview behavior. The high 
degree of correspondence: ‘between the rela- 
tive efficacy, of the drugs as measured by 
MSRPP total morbidity and by Adapta- 
bility is particularly interesting i in that the 
drugs had changed relative positions at each 
of the evaluation points according to both 


-_eriterion instruments. The rank orders of 


the post-treatment drug group means are -. 


» presented in Tables 2 and 3 to permit com- * 
— of ssi relative — value of 
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the drugs as determined’ by two virtually 
independent criteria. It: is understood, of 
course, that the order of efficacy of the 
phenothiazines, rather than the absolute 
merit of any one drug, is the focus of in- 
terest in considering rank order relation- 
ships. 

Since the psychiatrists’ Adaptability 


_. geale proved to be useful in quantifying a 


dimension not represented in the +hospital 
rating scale, the possibility of combining 
the two instruments for an even more sen- 
sitive criterion measure is suggested. So- 
ciologic variables are known to influence 
length of hospitalization, stability of re- 
mission, and numerous other events in the 
course of illness that are used from time to 
time as criteria of treatment effects. The 


_ potential of the patient for coping with his 


social environment tends to be dealt with 
obliquely and abstractly, in a frame of 
reference which considers pathology to be 


an individual matter. A direct evaluation 


by trained behavioral scientists of the re- 

sultant of patient adjustive capacity in 

meeting environmental stresses may prove 

to be a valuable addition to prognostic bat- 

This is the second of a series of three pa- 

pers reporting on the experiences and re- 


sults of a comparative phenothiazine study 


on acute admissions recently completed at 
Spring Grove State Hospital. It has as its 


major emphasis global of severity 


of illness. 
Two hundred thirty-eight newly ad- 


mitted, acutely disturbed patients were se- — 


lected for phenothiazine therapy on the 
basis of target symptoms. They were then 
randomly assigned to a six-week treatment 
course with one of the following: perphena- 
zine, prochlorperazine,  triflupromazine, 
mepazine, chlorpromazine, promazine, 
nobarbital and inert placebo. 

The six phenothiazines and two placebos 


‘on double-blind basis. 


KURLAND, HANLON, TATOM, AND SIMOPOULOS 


After a 48-hour drug-free evaluation pe- 
ridd, medication was given parenterally for 
two days. On the patients’ third day of drug 
therapy, oral medication was started. Mini- 
mum daily dosages of parenteral medica- 
tidn were as follows: perphenazine, 15 mg. ; 
prochlorperazine, 15 mg.; triflupromazine, 


75) mg.; mepazine, 75 mg.; chlorpromazine, 


75\mg.; promazine, 150 mg.; phenobarbital, 
195 mg.; placebo, three ampules. As with 
the parenteral medication, the regulation 
of oral medication called for the minimum 


“dosage of each drug recommended by the 


respective drug companies. Physicians were 
allowed to increase dosage as much as they 
saw fit until they felt they had settled on 
an amount of the drug which produced op- 
timum therapeutic results. Average daily 
doses administered and minimum dosages 


‘specified were as follows (specified mini- 


mum dosage given in parentheses following 
average daily dosage): perphenazine, 30. 83 
mg, (24 mg.); prochlorperazine, 45.38 mg. 
(30 mg.); triflupromazine, 110.46 mg. (75 
mg.) ; mepazine, 135.45 mg. (75 mg.) ; chlor- 
promazine, 401.35 mg. (300 mg.); proma- 
zine, 438.92 mg. (300 mg.) ; phenobarbital, 
183.64 mg. (97.5 mg.); placebo, three 2 
capsules (three *1 capsules). | 
Patients were evaluated: initially 
treatment) in terms of standard rating 
scales, a ward behavior checklist, and psy- 


chiatrists’ clinical evaluations. Drug com- | 
parisons reported here were ‘based on two © 


measures of global severity of illness: the 
‘MSRPP total morbidity score, and a psy- 
chiatric judgment of Adaptability. Patients 
were rated bi-weekly with the former in- 
strument and weekly with the latter. Phy- 
sicians could remove from the experiment 
those patients whose response to treatment 
was unsatisfactory. If a patient remained 
in the study for at least ten days he was 
evaluated in terms of criterion measures 
when treatment was terminated. 


For each criterion, the mean of each a : 
the eight drug categories, adjusted to con- | 


trol for initial degree of illness, was com- 


bi, 
be 
ts 
Hs 
Ri 
fg 
+, 
a 
a 
a4 
a 
as 
| 
} 
| 
4] 
| 
# 


Most comparigso 
next in unanimity of agreement, showing 
-consistent superiority to mepazine and 
placebo after two weeks’ treatment, and 
_ greater efficacy in reducing total morbidity _ : 
_ at the final. evaluation than placebo and — ew 
phenobarbital. 


r pared with the mean of every oles drug 


group after two weeks of treatment and at 


the end .of treatment, whenever this oc- 
curred for each individual ‘patient. 


“Drugs tended to fall into two groups in 


| <he extent to which they reduced MSRPP 


‘otal. morbidity: “perphenazine, prochlor- 
erazine, triflupromazine and chlorproma- 


. ine were therapeutically more effective 
han were mepazine, phenobarbital and the 
dlacebo. With the exception of perphena- 


sine, the psychiatrist’s Adaptability scale 
placed the drugs in similar groups: triflu- 
promazine and chlorpromazine were more 
effective in increasing Adaptability than 


were mepazine and the placebo; prochlor-— 


perazine heightened Adaptability more than 


-did mepazine. Mepazine and promazine 


were no more effective in reducing total 


morbidity or increasing Adaptability than — 4 


were phenobarbital and the placebo in 
terms of either criterion measure over either 


time interyal. 


Individual drugs varied in hiatal 


according to the period of administration 


and the criterion measure. MSRPP total 


morbidity was reduced more slowly by pro- 
‘chlorperazine than by the other three thera- 
b peutically effective phenothiazines. Accord- 
ing to MSRPP ratings, perphenazine was 
effective at two weeks, but less clearly suc- 
cessful if the entire treatment period was 
considered. This compound showed no su- 


periority over other drugs or the placebo in 
terms of psychiatrists’ ratings of, Adapta- 


bility. Triflupromazine was rated as better 
than mepazine, phenobarbital and placebo 


ns. Chlorpromazine came 


Neurologic and other somatic symptoms 
were recorded during the course of treat- 
ment. The number and severity of unde- 


sirable drug effects followed roughly the 


-perazine and promazine, two each; mepa- 


of potency of. the 


Eight perphenazine patients (out of a total 
of 14 patients for all drugs) were removed 
from the study because of neurologic com- 
plications. Triflupromazine was next,. with 


four patients,- and prochlorperazine and 
promazine were third, with one case each. | 


Chlorpromazine patients accounted for five 
non-neurologic somatic reactions; prochlor- 


zine and phenobarbital, one each. : 
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| HISTAMINE WHEAL FORMATION AND MENTAL ILLNESS a bod 


GEORGE M. SIMPSON, MB., anp NATHAN S&S. KLINE, MD. 


The role of histamine in normal and ab- 
rormal physiology has received a great deal 
ci study. It is an extremely potent agent, 


_ widely distributed in the tissues, from which 


it may be released by any noxious stimulus, 
however mild (5), or by specific histamine 
liberators (25). It is normally assumed to 
be responsible for the triple response of 
Lewis. Ritey (34) has demonstrated, simply 
but beautifully, that histamine is located in 
the mast cells gffd so is concentrated in areas 
rich in thegé’cells (connective tissues, serous 
membranes. and skin). Of significant inter- 
est in psychiatry is the fact that serotonin 


has also been demonstrated in mast cells, 


from which it too is released by histamine 
liberators (3). 

Study of the role of histamine in the 
physiology of mental illness has centered 
mainly on two areas: first, its value in de- 
termining the relationship. between allergy 


and psychosis; second, its possible impor- 


tance in treating psychoses. A fundamental 


relationship has been suggested between the 


psychoses and, foriexample, asthma and hay 
fever, but there is Ho general agreement (1, 
4, 6, 8, 11, 13, 18, 19, 31, 33, 38, 42, 43). 
Likewise, there is no general agreement on 
the incidence of clinical allergy in psychotic 
patients (2, 9, 20, 24, 29, 32, 36, 47, 50). We 
feel, as do most investigators, that allergic 
manifestations are much reduced in schizo- 
phrenic patients. The discovery of chlor- 
promazine during a search for an antihis- 


tamine drug has, in itself, highlighted the 
above interests. 


‘The use of histamine as a 


‘therapeutic agent in the treatment of schiz- 


ophrenia again led to inconclusive results 
(10, 12, 14-16, 27, 28, 35, 37, 39, 40, 41). 
investigators did find, however, that in 


some instances schizophrenics had | an ab- 
normal tolerance to histamine (22). More 


recently, attempts have been made, using 


routine skin testing techniques, to investi- 
gate: the allergic relationship to psychoses 


and also the histamine sensitivity of psy- 
chotic patients. Ermala and Autio (7), us- - 


ing a dilute histamine solution, showed that 


following intradermal injection area of 


reflex erythema was smaller in schizophrenic 
patients than in a control group. The area 
of the wheal was not measured in this study. 
Freedman, Redlich and Igersheimer (9),*in 
an attempt to determine whether schizo- 


phrenics are hyporeactive as well as hypo- — 


ergic, and thus perhaps less likely to mani- 
fest allergic symptoms, tested a group of 


patients with tuberculin and various dilu- | 
tions of histamine and other allergens. They 


used a standardized, intradermal adminis- 
tration of the substances, and demonstrated 
that the patient group showed no dimin- 


ished allergic reaction as compared with: 


controls, but had consistently smaller wheal 
responses to histamine. Using a different 
technique, Weckowicz and Hall (48) de- 
vised a weighted score which combined size 
of wheal and time of appearance of wheal. 
Initially they claimed the possibility of a 
skin histamine test for use in the differen- 
tiation of schizophrenics and non-schizo- 
phrenics, but a later paper was less opti- 
mistic (49). Jodrey and Smith (17), in a 


study of releasable histamine levels and 
histamine controls, claimed that the releas- 


able skin histamine did not distinguish be- 


tween clinically normal and psychotic pa- 
tients. They also found that control subjects 
and mental patients gave similar responses . 


to intradermally injected histamine. They 
made no effort to reconcile their findings 


with those of Weckowicz and Hall, clazming 


only that their technique of giving hista- 
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mine and evaluating the results was quite 


different. The present investigation set out are 


to examine the vexing questions: 
1) Is there a difference in sensitivity be- 


tween psychotic patients and controls? 


2) If there is a difference, has it anything 
to do with chronicity of the disease? 

3) What, if any, is the effect of psycho- 
pharmaceutics on wea aforementioned re- 


PROCEDURE 


‘Two methods for testing the of 


skin to any substance are used routinely by 
allergists and dermatologists: 
1) The skin scratch technique, similar t® 


that apples by Weckowtcs and Hall (48, 4 
49). 


2) The intradermal injection technique, 


used by Ermala and Autio (7) and Jodrey 
and Smith (17). Halpern in Paris men- 


tioned and expressed a preference for a 


third method for measuring the skin reac- — 


tion to histamine. This technique followed 


from the investigations of early workers on 


capillary inflammation when it was shown 
that injured capillaries were more perme- 


able to plasma colloids and other fluids. The 


localization of vital dyes in areas of inflam- 


mation was demonstrated as early as 1912 


(23), and in 1929 Menkin (30) showed that 
T-1824, when injected into the circulating 


blood, rapidly entered the site of inflamma- 
‘ tion and was fixed there so that the tissues 


were deeply stained. 
In the work about to be reported the third 
method was used to test ‘skin sensitivity to 


histamine, as follows: 4 


Three ml. of one per cent T-1824? so- 
lution were injected intravenously into 
one arm of the subject, immediately fol- 
lowed by 0.2 ml. of 1:1000 histamine 
phosphate solution intradermally into the 
volar surface of the other arm. The site of 

. the histamine injection was observed and 


*The T-1824 (Evans blue) was 
by 


| 


the time noted at the first sign of dis- 
coloration. One hour later the subject was 
- again; the stained wheal was out- 
ii traced and transferred to paper, 
nd the area was measured by a standard 
lanimeter. The above technique was | 
ailopted after much trial and ‘error. At 
one hour the wheal is already maximal. 
In an effort to standardize procedures, all 
injections and all outlinings and tracings 
the wheals were done by the same ae 
| n (GMS). 
Sone RESULTS 
Table 1 1 shows the area of wheals in 
square inches as observed in males, none of 
whom was receiving medication. Four such 
ps were studied: 3 
Newly hospitalized, frst-ndmission | 
schizophrenic patients. 
2) Newly hospitalized patients with a di- | 
_ agnosis other than schizophrenia. _ 
_ 8) Chronic schizophrenic ‘patients, rep- 
_ resenting those who had been hospi- 
talized for a minimal period of five 
years. 
_4) A normal control group, consisting of . 
members of the research staff and of. 
volunteers from the U.S. Army. 
Table 1 shows the mean area for the | 
group of chronic schizophrenics to be con- | 
siderably less than that for any of the — 
groups and the standard deviation to be less 


than that for any of the other groups. _ 
Table 2 presents a detailed analysis of 


the results. It is seen that there is a highly | 


significant difference between the chronic 
schizophrenic groups and all other groups 
(p = .02), but no significant difference. be- 
tween the other three groups. No attempt 
was made to break down the chronic group 
according to the duration of illness. (Both 
Weckowicz and Hall, and Jodrey and 
Smith, found that there was no significant 
difference in this respect.) The question of 


whether age rather than chronicity of. ill- 


ness might be a factor was tested as follows: 
Acute between 30 and 40 
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years of age were compared with chronic 


schizophrenics of the same age group. The 
sample was small (N = 18), but the differ- 
enee was significant (p < .05). If the same 


¢roups were compared with the age range of 


“0 to 45 years (N = 34), the significance 


vas found to be even greater (p < 01). 


‘“hus the difference between the groups 


-eems to be related to chronicity of illness 


ather than'to age. 


The second part of this oxpactuianl was 
concerned with the effects of certain drugs 


on the histamine sensitivity of hospitalized 
vhronic schizophrenic patients. This group 
was selected because it was the only deviant 
one. The same test was carried out: the pa- 
tient was placed on appropriate medication 
at a suitable dosage, and six weeks later the 


test was repeated. The following drugs were 


used for the six-week period: 
Chlorpromazine (Thorazine), 400 mg. 
daily. Prochlorperazine (Compazine), 75 
mg. daily. Reserpine (Serpasil), 4 mg. 
_ daily. Imipramine hydrochloride (Tofra- 
nil), 100 mg. daily. Meprobamate (Mil- 
town), 2,400 mg. daily. 
Tables 3 and 4 show the results of this 


ait of the experiment. It can be seen that — 


there is a significant difference in the re- 


‘sults obtained in the group receiving imipra- 


mine and prochlorperazine, but no differ- 
ence in the group receiving chlorpromazine, 
meprobamate and reserpine.* The results 
with reserpine were a surprise in view of the 
findings of Jodrey and Smith, and for this 
reason the test was repeated. Again no sig- 
nificant difference between the pre-treat- 
ment and post-treatment response was 


found after six weeks of reserpine at a dos- 
‘age of 4 mg. per day. At the moment the 
writers ¢an offer no explanation. It would 
‘be of interest from this point of view to 


* Recent publications (44, 45) have shown that 


- imipramine is-of value in the treatment of hay 


‘ever and allergic rhinitis. One of the authors 
‘GMS) successfully treated 12 non-psychiatric pa- 
‘ients suffering from allergic rhinitis with this medi- 


TABLE 1 
Response To T-1824: Histamine Test By Diagnosis 
F Cases | Wheal in 
| Sq. In. 
Acute Schizo- 
phrenics...... 53 | 1.42 | 0.32 | 0.04 
Acute Non- |- 
ics 26°|. 1.43 0.68 0.13 
Chronic Schizo- 
phrenics......| 58 | 1.09 | 0.24 | 0.03 
Controls........} 33 | 1.63 | 0.98 | 0.17. 


| TABLE 2 

q nter-Group Differences With T-1824: 
Histamine Test 


| Groups 
Acute Schisophrenica ya. | 
Chronic Schizophrenies:.. ...... 0.33 | 6.60*t 
Acute Non-schizophrenics vs. 

Chronic Schizophrenics...... ..| 0.34 | 2.43f 
Normals vs. 

Chronic Schizophrenics. 0.54 | 
Acute Schizophrenics vs. 3K 
- Acute Non-schizophrenics ..... 0.01 | 0.07 
Acute Schizophrenics vs. | : 

Normals vs. 
Acute 0.20 | 0.93 


* The higher value obtained here is assumed to 
be. due to the larger sample. 

tp < Ol 

tp < 02 


know the effect of an M.A.O. inhibitor on 
histamine wheal formation. | | 


DISCUSSION 


A significant difference in histamine 
wheal formation has been found between 
chronic schizophrenics and all other groups 
tested. This is in striking contrast to recent 
reports by other workers, who found either 
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Significance of Pre- and Post-Drug Responses on 
T'-1824: Histamine Test 


Post- jDiff. of Mean 
Chlorpromazine....... 0.03 0.37 
Imipramine HCl........... 0.23 2.52* 
Meprobamate..............| 0.0 0.00 
Prochlorperazine........... 0.17 2.48* 


that there was no differénoe between nor- 


mals and schizophrenics (17), or that there 
“was a difference between schizophrenics and 
all other groups (48, 49). The latter authors 


also found a significant difference between and 


acute and chronic schizophrenics. This 
agrees with our findings. — 

The most obvious explanation: for this 
difference would seem to be chronicity of 
the disease process. Weckowicz and Hall 
were able to show a range in their results 


‘chronic schizophrenics. (That there is a 
difference between these three groups but no 
difference between subgroups within the 
chronic group suggests that an end point is 
reached somewhere between the second and 
fifth years of illness.) Age was not a sig- 


nificant factor in their-results; this also. 


agrees with our findings. This leaves little 
doubt that the response was in some way 
related to the chronicity of the disease. The 
work of Lovett Doust, Hudson and Salna 
(21) and Stern et al. (46) suggests that 
schizophrenics have a raised blood hista- 


mine level, and thus a diminished skin re- 


semi-chronic and 


Reaponce Pre- and Post-Drugs on T-1824: Histamine Test 

5 Pre- Post-; | 
Chlorpromazine.............. 24 | 1.18 | 1.10 | 0.28 | 0.35 0.06 ~| 0.07 — 
Imipramine HC] ........... 1.18 0.41 0.25 | 0.08 | 0.05 
Meprobamate............... 0.35 0.33 0.07 0.07 
Prochlorperazine......... ay? 27 1.16 0. 0.28 0.23 0.05 .| 0.04 — 
0.43 | 0.14 | 0.08 | 0.03 

TABLE. 4: 2. sponse might well be a desensitization proc- 


ess, Also pertinent is the discussion by 
Marazzi et al. (26) of a potential sinned 
ogenic mechanism for psychosis. 

The contradictory findings could be « ex- 
plained by the techniques employed: For- 
tunately, this can be tested. Also, obviously, 
the time chosen for measurement must be 
compatible with demonstration of the angels 
est: possible differences. 

The second part of this hb reveals that 
skin response to histamine is altered by cer- 
tain of the psychopharmaceutics, namely, 
imipramine and prochlorperazine. This is 
again contrary to the findings of J odrey 
Smith, who noted a trend with all drugs 
napa but fiend that only reserpine produced 

a ‘statistically significant difference. That 
the resulting alteration of skin histamine 


sensitivity is a direct antihistaminic effect — 


of the drugs is strongly suggested by the 
authors’ results and also those of other 
workers (44, 45), who have found imipra- 
mine useful in the treatment of various al- 
es diseases. In addition, the rapidity of 

t of the anti-allergic manifestations of 
the drugs suggests that the psychic mani- 
festations are not related to the antihis- 
taminic activity. The writers would not 
claim, however, that the dosages mentioned 


SUMMARY 


histamine a signi 
ivantly. smaller wheal: in chronic schizo- 


phrenics than in acute schizophrenics, acute | 


non-schizophrenics or normal controls. 
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There was no significant difference be- 


tween the wheals produced: in the other — 


three groups. 

These findings are discussed in relation to 
recent contradictory findings, and a possible 
method for reconciling these findings is sug- 

A possible lanation for this decreased 
histamine sensitivity is briefly mentioned. 


Imipramine and prochlorperazine were — 


found to produce a significant reduction in 
histamine wheal formation in chronic schiz- 
ophrenics. (Imipramine was also found to 
b» effective in treating allergies in normal 
subjects.) 

Chlorpromazine, reserpine and mepro- 
bamate were not found to have a significant 
effect.on histamine wheal formation. 
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PSYCHIATRY AND PHILOSOPHY OF SCIENCE. 


SOME APPROACHES TO ‘CONCEPTUAL PROBLEMS" 


FREDERICK R. HINE, MD: AND BEN W. FEATHER, MD: | 


INTRODUCTION 


In the first section of this paper (15) we. 
p oposed that science be viewed as a spiral 


controlled observation alternates with 


creative conceptualization in a process 
which will gradually provide greater know!- 
edge of natural events. It was the thesis o 


the earlier part that the phase of conceptu- — 


cause scientists are prone to err in the use 


rigidity in conceptualization result in a 


¢ problems created bed reification and 


alization, as well as the phase of observa- — 
‘tion, requires “controls.” This is true be- | 


bility, constitutes the source of : many y of oe 
conceptual problems of: psychiatry. 

In this, the concluding art of the paper, 
n effort is made to dese some recent 
trends in psychiatry and to show how they 
represent efforts to solve the 


_tionably of value in pointing up errors of. 


inflexibility and ‘excessive’ reliance upon 


body of theory which fails to reflect and in- _ 


corporate new empirical findings. When 


concepts are seen as ultimate realities and | 
postulates as final laws, newer observa- 
tions have diminished impact, and alternate - 
theories are often neglected because they 
are experienced as threats to the security of 
certain knowledge. On the other hand, the | 
conceptual errors of looseness, vagueness 


of language as well as in observing objects dogmatically held abstr actions, ‘the «ex- 
and events, The errors of reification and ‘'Stentialist position is, in our view, itself 
| guilty of excesses insofar ads it abandons 


scientific method in the study of human be- 
havior. 

A second and less extreme tenetions to the 
problems created by inadequate conceptu-— 
alization has been the loss of confiderice’in 
the value of certain specific concepts, par- 
ticularly of diagnostic terms. Benjamin (3)- 
has pointed out that the practice of dis- 
paraging psychiatric diagnosis has been 


and ambiguity of terms result in a loss of popular for some years. Our discussion will 


objective empirical meaning for these terms, 
and a consequent inability to construc 
empirically testable theory. Because the 


errors of vagueness and ambiguity are re- 


flected in the failure of scientists to agree 
in the use of terms, these errors were col- 


: lectively called the error of unreliability. 
In the earlier part of the paper it was ar- 


gued that the error of unreliability, to- 


gether with errors of reification 4nd inflexi- 


focus on those criticisms which warn of the 


; dangers of the “disease model” in the con- 


ceptualization of disordered behavior, and 
which urge the discard of particular diag- 
nostic terms because they are often reified 
and: employed inflexibly; or because their 
meanings are vague and ambiguous. The 
position that such conceptual abuses are 
obstacles to scientific progress clearly has 
much in common with the views we ex- 
pressed in Part I and ‘summarized in the 


“This work has been supported in part by a opening paragraph of this part. It seems en- 


vrant from the Duke University Council on 
search to the project, “Interview-based Multilevel 


Personality Diagnosis,” of which the senior author 


‘3 -—principal investigator and John C. Altrocchi, 
h.D., co-investigator: 


of Psychiatry, Duke University 


‘Center, Durham, North Carolina. 2 


tirely possible that many current diagnostic 
terms should be discarded. It is also pos- 
sible, however, that:some of these terms may | 
contain threads of usefulness which will 
never be exploited unless the two major! 
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errors of conceptualisation are avoided. We | 

therefore suggest conceptual strengthening 

of terms like “schizophrenia,” oie than 

their immediate discard, . 

_ A third trend in the: efforts to cranes | 
psychiatric knowledge to surmount | 

conceptual difficulties is directed toward — 


strengthening methodology by the applica- — 


tion of scientific controls. If the special 
requirements of behavioral science are rec- 
ognized, and the mere imitation of the tech- 
niques and concepts of physics and biology 
is avoided, an effort can be made to utilize | 
the general principles developed in the more 


point of view, which insists upon a neces- 


sary and fundamental’ difference between 


_ sciences of nature and sciences of man. 


With respect to methods of observation, 


the advocates of a basically different sci- 


ence of man hold that any attempt to deal 
with man as an object of study destroys 
his humanness. With regard to conceptu- 
alization, all generalizations, classifications 
and theoretical systems are viewed by ex- 
-istential psychiatry as inadequate abstrac- 
' tions which fail utterly to capture the 
| unique reality of individual human exist-' 
‘ence, Procrustean beds into which man’s 


{ 


_being-in-the-world i is forced by the scientist 
and thereby lost (20). 
It would appear that the existentialist 
| moverment fills a necessary historical role 
"as a reaction to the rigid misapplication to 
Psychiatry of the observational techniques 
_and conceptual models of the physical sci- 
“ences. The meaningful study of a human 
being. requires special observational meth- 
‘ods. It seems to be true that indifferent 
"questioning of the patient according to 
‘some predetermined “mental examination” 
‘outline, or hooking him to a variety of re- 
cording devices, although useful in getting 
at certain levels of human activity, is not 
fully adequate and does not substitute ade- 
quately for the sensitively conducted inter- 
‘view in which the interviewer uses rather 
than attempts to deny his role as partici- 
| : pant observer. Apart from the obvious ther- 
apeutic demand for participation and re- 
{ ‘latedness, it seems clear than many aspects 
‘of the human individual are available to 
‘observation only in a truly transactional 
setting. The consequent demand upon the 
'therapist-observer for rapid and flexible 
-shifts between the roles of involved partici- 
‘pant and objective observer is extremely 
taxing but need not, in our opinion, lead to 
‘the abandonment of efforts to er ob- 
Advocates of the existentinliet in 
‘peychiatry argue the futility of theoretical 
and the of coneeptu- 


advanced sciences. In accord with this trend 
toward increased application of scientific | 
method to psychiatric research, we propose, 
in the final section, that the important and 
necessary and now widely recognized em- 
_ phasis on experimental and statistical con- 
_ trols in the recurring phases of observation 
constitutes only a partial solution. Experi- 
mental and statistical controls will not be 
‘so effective without equal emphasis upon 
“controls” designed to avoid, in the phase of 
conceptualization, the errors of reification 
- and inflexibility, and particularly the error 
of unreliability. Reliability is neglected in 
both the thinking and the research activi- 
ties of psychiatrists. The contributions of | 
those few who have attempted to institute © 
conceptual “controls” deserve careful study, 
because the development of methods of in- | 
creasing conceptual clarity and reliability | 
of terms should not:be further neglected, 
despite the great complexity of the subject 
matter with which —— — to 
EXISTENTIAL PSYCHIATRY AS A REACTION 
TO CONCEPTUAL RIGIDITY 

One possible solution-to the special con- 
and observational problems which 
confront the student: of human activity is 
simply to deny the possibility of or necessity 
- for scientific rigor in this-area of knowledge. 
a The interest in existential psychiatry seems 
to — a burrent of this 
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alizing the human experience in 
any Classification schema or body of ab- 
stractions (20). The argument is that the 
whole conceptual phase, which we have de- 
scribed as an integral and necessary aspect 
of the spiral of science, is an obstacle to the 
siudy of man. We agree with Symonds (36), 
who views the intense interest in existen- 
tialism among European psychiatrists as a 
reaction to the rigidity which seems to char- 


acterize psychoanalytic thought there. Sho- 


ben (35) sees reification and a conviction of 
finality about one’s concepts as extreme re- 
actions to the problems which surround the 
search for psychologic knowledge; at the 
other extreme is a “rigor-is-beside-the- 
point” position, an existentialist point of 
view which denies that “generalized knowl- 


- edge of a testable sort is necessary for ef- 


fective functioning as a psychologist.” Nei- 


ther extreme is confined to Europe. In the 
American literature we read that the con- 


cepts of psychoanalytic metapsychology 
represent ‘the ultimate variables of human 


behavior” (25)! Interest in the existential- _ 


ist reaction has become sufficiently general 
in this country to warrant a new journal de- 
voted to that subject. The stagnant state of 
a science in which theory has become dogma 
understandably gives rise to violent at- 
tempts to testore movement. There seems, 
however, to: be a real danger that an embryo 
of hard-won psychologic knowledge as well 


as possible future advances will be lost in 


the process. At this point in history it must 
be admitted that we do not know whether 
the observing-abstracting-observing spiral 
we call science can provide the methods for 
understanding human behavior. It may be 
that the immediately experienced ‘“knowl- 


_ edge” of the existentialist encounter will be 


the best we can achieve in this field. At this 
time our position—favoring a goal. which 


—ineludes abstract, generalized knowledge— 


is clearly a prejudice, as is our reluctance 
to agree that the existential approach brings 
1s closer to reality, a reluctance not af- 
ctec | by May’s (20, p. 36) claim ™ 


“unites science and 
ontology.”” We hold that the principles of 


scientific method should not be abandoned 
in the study of human activity without a 


maximal effort to reduce error in both the 
observational and conceptualizing phases. 


| DISCARD OF DIAGNOSTIC TERMS AS A 
SOLUTION TO CONCEPTUAL 
PROBLEMS __ 


> 


Theoretical concepts are essential to the 


scientific method, and it is important that 
questions be raised frequently regarding 


choice of the most useful concepts. The pa- 


pers of Thomas Szasz (37-39) and of Karl 


‘Menninger and his associates (22-24) are 


recent statements of the view that, in psy- 


chiatry, diagnostic terms and the disease 


model are not only useless but are also, in 
fact, impediments to the, advancement of 


knowledge. To concepts such as “schizo- 


phrenia” and “hysteria” they apply Hard- 
in’s (12) term, “panchreston,” 1.e., a con- 
cept which purports to explain all and 


thereby obscures unsolved empirical ques- 


tions. Szasz and Menninger add that the 
analogy of behavior disorder to somatic 


disease is inappropriate, ‘that diagnostic | 


terms are frequently tinged with rigidly 
held implications for cause or treatment— 
implications which do not represent estab- 
lished relationships. Moreover, diagnostic 
terms are often loosely conceptualized and 
inconsistently used. These authors recom- 


mend that psychiatry: discard such terms, — 


together with the disease model upon which 
they are based, or that each term be re- 


- stricted to use in those certain psychother- 


apeutic, administrative or medico-legal sit- 
uations in which it is meaningful. 7 
The history of dissatisfaction with psy- 
chiatric “disease” and of the tendency to 
seek a solution to psychiatry’s conceptual 


problems in the discard of the medical — 
model has been reviewed by Menninger 
et al. (24). Unlike the position of the exis- 


tential psychiatrists who wish to discard 
classification and abstraction generally, 
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this point of view the 


greater value of alternative classification 
~ ease” reflects his conviction that most psy- 
chiatric problems are not sufficiently related 


concepts. Both Szasz and Menninger ex- 
plicitly recognize that there is no science 
without classification; clearly, their solu- 
tion is less extreme and more compatible 
with the empirical philosophy of. science 
than is that of the existential psychiatrists. 

Further study of the papers of Szasz and 
Menninger for specific objections to the con- 
cept of mental or psychiatric disease re- 
veals, first of all, a group of objections 
centering around the assumption that any 


disease has certain characteristics, that the - 
mere use of the word “disease” carriés cer- 


tain implications. The physician, Mennin- 
ger (24) points out, is strongly disposed to 
reify any disease concept, such as “schizo- 
phrenia,” and then to assume that, as a dis- 
ease, its cause must lie in the invasion of 
the individual ‘by some: discrete external 
agent or. force, its pathalogy in some dis- 
erete physiologic or psychologic defect or 
dysfunction, and its cure in some “eradica- 
tion” of the cause or abnormality by a par- 
ticular action on the part of the physician. 
Adoption of this model of specific disease 
narrows the range of variables with which 
the clinician approaches the patient or a re- 
search problem, and blinds him to the pos- 
sibilities of multiple interacting variables, 
some of which are influences bearing upon 
the patient, and others, reactions of his. 
Szasz (39) is particularly concerried that 
the disease concept implies that the patient 
has no responsibility for his “illness” or for 
participation i in its treatment. A well known 
figure in every psychiatrist’s office is the 
patient who comes anti¢ipating that his 
neurotic problems will be handled in much 
the same manner as his recent pneumonia 
or appendicitis, i.e., with only predomi- 
nantly passive co-operation required of him. 
There is also the suggestion, in the model 


of specific diseases, thatthe proper con- 


ceptual approach is to delineate more. and 
more individual diseases, in the belief that 


- the discovery of their specific causes and 


> 


may be facilitated. Mennin- 
r’s (24) “unitary concept of mental dis- 


discrete variables to make continued or 
rther subdivision a desirable approach. 

| Szasz (37, 38) sees“diseage” as a term 
which implies the predominant importance 
of physicochemical causes. He points out 
that* adoption of the disease concept for 
“problems in living” eliminates a whole area 

f psychosocial variables which appear to 

of considerable importance. Menninger 

24) is concerned about the implication of 
hopelessness which certain disease terms, 
especially “schizophrenia,” have for some 
neychiatrists who, in consequence and in 
various subtle ways, lose interest in the pa- 
tient to whom this diagnosis is applied. In 
summary, then, the authors whose work we 
are reviewing describe the following impli- 
cations which the mental disease concept 
often has for the psychiatric clinician and 
investigator: 1). specificity of cause, pa- 
thology and cure; 2) lack of patient re- 
sponsibility; 3) desirability of delineating 
more diseases; 4) exclusively physicochemi- 
eal etiology ; 5) hopeless prognosis (for some 
diseases). It is not always clear whether 
Szasz and Menninger take the position that 
these ideas are indeed implications of the 
disease model, or are simply strongly asso- 
ciated with it in medical thinking. The im- 
portance of this difference will be made 
clear in the next paragraph. 

All of the very real problems for: 
and research created by the adoption of 
these implications of the disease concept are 
by and Menninger to re- 


* Szasz (37, 38) raises two additional 
the concept of mental disease. While related to 
possible implications of “disease” now under 
discussion, these additional objections appear to 
be based more directly upon logical considera- 
tions. First, Szasz points out that the inclusion of 
general paresis, a term based mainly upon physico- 
chemical phenomeng; in a list. of diseases which 
includes hysteria, reactive depression and situa- 
tional maladjustment, is comparable to listing coal, 
— and —— together with helium, sulfur 
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tention of the concept. These same prob- 
lems may also be viewed (and perhaps are 


viewed by them) as the result of abuse of. 
the concept of mental disease. Further, the 
abuse is more specifically understood if de- 
s:ribed as repeated errors of rigidity: 1) The 
concept of disease may be rigidly held to: 
r.ean a state with specific cause, dysfunc- 
ton and cure, despite the modern recogni- 
ton in medicine generally that this limited, 
1 ineteenth century concept is no longer. 
«dequate for the study even of the infecti- 
ous diseases (7, 8). 2) The physician may, 


heeause of a mend 


aad carbon in a periodic table of We sug- 
gest. that this objection may involve a taisunder- | 


standing of the requirements of a classification 
system or class term. Concepts grouped together 


‘in @ class (in this case, “diseases”) need not share 


all or even many characteristics, but only the char- 
acteristic which defines the class. For “diseases,” 
this characteristic is probably “abnormal or un- 
desirable state of the individual.” To insist that 


paresis and hysteria may not be listed together as 


diseases because they differ in certain character- 
istics would be comparable to insisting that helium, 
sulfur and carbon, though all are “elements” (2.e.,: 
share the characteristic of being substances each ' 
of which cannot be separated into substances dif- 
ferent from itself by ordinary chemical means), 

may not. be listed together because one is a gas 
and two are solids. Whether the common charac- 
teristic shared by all diseases defines a class con- 
cept useful in psychiatry is of course a quite differ- 


ent question. 


Szasz’s second logical objection to the concept 


of mental disease directs attention to the fact that 
the various disease concepts have limited areas of 


application. “Hysteria,” for example, may be use- 


ful for predicting certain relationships in the 
psychotherapeutic situation, but has little relevance | 
to administrative or medico-legal psychiatry. The 


opposite may be true for “psychosis.” There is no 
doubt that this is true, but it may be asked whether 
it is ever otherwise with scientific concepts. As. 
higher order concepts are developed it is hoped 
that they will encompass more and more phe- 
nomena, and thus provide knowledge of wider 


areas by means of fewer and fewer concepts. Even 
-‘n the more advanced sciences, however, this proc- 

ess is never complete. To use Szasz’s example, for 
some chemical and engineering purposes it is use- : 


ral t to know the composition of a substance in - 
terms of its component atoms or molecules, but 


‘or other purposes: a classification system based | 
_ upon other characteristics (¢.g., physical properties, 
energy content or monetary value) woald 


- if implications of specificity are avoided, 


there is a cure by which each disease may 
be eradicated, convey to the patient that 
the latter has no responsibility for active 
participation in the therapy. 3) The re- 
search worker may focus exclusively on de- 
veloping more or working with finer sub- 
divisions of disease, and may in consequence 
be blind to the possibilities of broader di- 
mensions needed to establish the important 
relationships in certain areas of knowledge. | 
4) “Disease” may be interpreted tc mean 
nothing but “organic disease,” despite the 
long countertradition of psychogenic dis- 
eases, 1.€., diseases at present best concep- 
- tualized in the language of psychology and 
studied by psychologic methods. 5) The 
psychiatrist may rigidly associate schizo- 
phrenia and deterioration despite the fact 
that in 1911 Bleuler demonstrated flexibil- 
ity in the use of the dementia praecox- 
schizophrenia concept when he broadened 
the meaning of the term to include non-de- 
teriorating and even latent cases. The im- 
portant consequence of viewing these prob- 
lems. as stemming from error in the use of - 
the concept, rather than from the disease 
concept itself, is that the search for a solu- 
tion is given a slightly different direction. 
The desirability of proposing and utilizing 


alternate concepts is recognized in this 


- modified orientation (as it is by Szasz and 
Menninger), but the further solution is no 
longer sought in pressures to discard any 
concept. Rather, there is now pressure on — 
those who wish to retain certain concepts — 
to avoid error in their use. By this slight 
shift in focus the errors of rigidity may be 
reduced without at the same time commit- 
ting an error of narrowness by discarding — 


concepts before they have had a fair chance 


to compete for survival, relatively free of 
error, in the jungle of scientific 


‘theorising 


The feasibility of strengthening the din 
ease concept through reduction of concep- — 
tual error has received support in both word . 
and deed. Engel (7) appears to believe that, 
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the broadened concept of eee may con- 
tinue to be of value. Benjamin (4) doubts 
the heuristic wisdom of theories which posit 
a discrete biologic etiology of schizophrenia, 
but does not propose to abandon the con- 
cept of “schizophrenia.” Handlon (11) 
systematically lists models for the study of 


the etiology of schizophrenia, including in 
his list both specific and non-specific con- 


ceptualizations, but makes no mention of a 
need to discard the diagnostic term. The 
theory of Bellak (2) and that of Rado (26) 
and Heath (13), both relating to schizo- 
phrenia—one a flexible multifactor theory, 
the other involving a single necessary bio- 
logic cause interacting with reverberating 
cycles of life experiences and adaptive re- 
sponses—would seem to qualify as exam- 
ples of a growing ability to shake off the 


specificity implications associated 


with “disease.” 

Finally, to conclude this section wad in- 
troduce the next, we may note that errors 
of rigidity are not the only type of error in- 
volved in the use of terms designating psy- 


chiatric diseases. Both Szasz and Menninger 


refer to the lack of agreement among psy- 
chiatrists in the use of diagnostic terms, 


i.e., the error of unreliability. “There ought 


to be a word for this condition,” Menninger 
writes, “which is just the opposite of the 
Tower of Babel situation. We are not all 
using different words for the same thing, 
but we are using the same words for differ- 


ent things” (23, p. 517). Again, however, 


the question arises as to whether the diffi- 


culty is in the disease terms themselves. It 


would seem tous that all scientific terms 
are susceptible to this error of unreliability, 
which is to be avoided not by discarding 


concepts but rather by efforts to specify 
clearly their meaning and to improve con- 


sistency of 


RELIABILITY OF DIAGNOSTIC AND OTHER 
RESBARCH- 


The literature on the methodology 
chiatric research does give some attention 


to’ problems of intersubjective reliability. 
The papers of Reid (29, 30) and Reid and 
Finesinger (31, 32) constitute important 
eontributions to this subject. Definition is 
the central theme of the series, and refer- 
ences to the necessarily public nature of . 
scientific terms, to agreement: and to relia- 
bility are given less central-emphasis. It is, 
wever, a matter of two sides of the same 
eoin. “Definition,” in its broader sense of 
the specification and clarification of con- 
eeptual meaning, is the principal means by 
which reliability is to be achieved. Con- 
ersely, reliability is the index of: the ade- 
of definition. | 
Reid and Finesinger make svi the im- 


| portant influence which new observational — 


ions. There is, however, no contradiction 
yetween the need for definitions which 
change and the most noteworthy point 
made by Reid and Finesinger—that early 
definition of terms is necessary to get the 
spiral going and make meaningful. observa- 
mi possible. They recognize the largely 


foe must have upon existing defini- 


rbitrary and inevitably incomplete nature 
f meaning given to new concepts in a 
roung science, and suggest that those un- 
jertaking conceptualization in psychiatry 
workers with extensive experience. They 
make it very clear that definitions must 
change to keep pace with new findings, and 
that many concepts will -prove seme: or 
dutlive their usefulness and be discarded. 
hese significant limitations to early defi- 
nition notwithstanding, Reid maintains the 
essential importance of assigning some em- 
pirical meaning to any concept to be used 
in empirical science: “Obviously the ques- 
tions of fact raised by such an hypothesis 
bout schizophrenia and its relationships — 
past and future behavior and intrapsy- 

ic mechanisms] cannot be answered by 
any definition of the term ‘schizophrenic’; 
however, be it noted, neither can they. be 
answered without adopting some definition. 
short, ... definitions constitute neces- 
but nok sufficient conditions of an- 
b empirical (30, p. 400). 
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Without some empirical meaning a concept . 
cannot be related to the observations one 
makes, the spiral cannot turn, those rela- 
tionships which will permit a new and more 
useful (but never final) definition 63 the ' 
concept cannot be discovered. 


There have been other statements con- 


cerning the importance of reliability to psy- 
chiatry. E. B. Wilson’s (40) address to the 


_ American Psychiatric Association in 1927 
is an early example. Colby’s (6) An Intro- 


duction to Psychoanalytic Research lists 
intersubjective. confirmability (which the 


author equates with objectivity, as we do) © 


among the essential characteristics of sci- 
entific research in psychoanalysis. The re-’ 
port of the GAP Committee on Research 
(9) and the paper of Hamburg and his as- 
sociates at the Michael Reese Institute (10) 
are the most forceful recent statements on 
the subject. Both of these publications make 
an additional point which requires some 


' diseussion. They emphasize that difficulty 


in achieving reliability should not be per- 
mitted to induce the abandonment of im- 
portant concepts or significant areas of | 
study. There are similarities in this point 
of view and the position we have taken in 


response to the suggestion that diagnostic 


concepts be discarded. It is necessary to 
add, however, that the indefinite continua- 
tion of research programs utilizing inade- 
quately anchored concepts cannot readily 
be justified unless there are continuing at-. 
tempts to improve the reliability: of those 
concepts. It is this widespread practice, not 
of abandoning the research area or concepts, 
but rather of neglecting or abandoning ef- 
forts to achieve agreement, that has led to 
the current situation, in which almost any 
psychiatric concept, diagnostic or other, 
may justifiably be labeled “panchreston” 
on the single basis of lack of adequate em- 
pirical anchoring. Unconfirmed “postulates 
of relationships, fundamentally unconfirma- 

ble beeause their terms are relatively mean- 
ingless, are accepted because they are plau- 
sible and provided by respected authorities, 


. and are sae back into revised definitions of 


concepts in a pasidoceniaiviell analysis 
which leads not to an advancing spiral of 
more and more powerful higher-order con- 
cepts, but to a downward spiral of less and 
less meaningful concepts and postulates. 
Enormous amounts of time and energy 


are required to increase the objectivity of 


most of the concepts which are.of interest 


‘to psy chiatry. This makes research in psy- 


chiatry in many ways much ‘more difficult 


and demanding than in those areas of medi- — 
- cine chiefly dependent upon concepts meas- 


urable with the techniques of the biologic 
and physical sciences. But neglect of this — 


problem will not eliminate it: To the extent 


that the worker considers it necessary or 
desirable to employ complex, difficult-to- 
objectify concepts, he should perhaps be 
prepared for years of preliminary defini- - 
tion and conceptual clarification and train- 
ing of colleagues in the application of these 
strengthened concepts. 

For some purposes it is possible to choose 
simpler and more easily objectified con-— 
cepts, but much psychiatric research seems — 
to demand concepts of great complexity in 
order to do justice to the complexities of 
our subject matter. This latter requirement 


Schwab (34) has called the demand for 
validity. The psychiatric investigator is 


frequently confronted with what this au- 
thor has depicted as the reliability-validity 
dilemma: “On the one hand, the scientist — 
is responsible for making conclusions which 
are as clear, dependable and precise as the 
state of his art permits. On the other hand, 


he is responsible for seeing to it that the 


subjects and predicates of these conclusions 

.. be as ‘telling’ as possible, that they rep- 
resent as much of the extent and complex- 
ity of the subject as the state of his art per- 
mits.” The authors of the present paper are 
among those described in a later paragraph 
by Schwab as avowing both reliability and 
validity as necessary and desirable in sci- 
ence but affirming the necessary primacy of . 
one. In our case, that one is reliability. Re- 
liability does not insure that a concept will 
be useful (valid) for furthering knowledge; 
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but no matter how valid “telling” con- 
cept may seem, its contribution to empiri- 
cal science will be no greater than its ob- 
jectivity. In this sense, reliability ee 
the more fundamental consideration. 

» Diagnostic concepts are among sbi vari- 
ables most frequently employed in psychi- 
atric research. ‘These variables are among 


the more complex‘ which do not readily and 


automatically lend themselves to reliable 
application. Ash (1), for example, reports: 
“Agreement between two psychiatrists in 


«diagnosis, even as high as that approaching 


a fifty-fif lit of opinion was found only 


_ when the diagnoses were grouped into very 


broad categories. Even in these terms three 
psychiatrists agreed in less than half the 
cases, and no pair agreed in more than 
about two-thirds of the cases.” According 
to Mehlman (21), individual psychiatrists, 


each confronted with patients non-selec- — 


tively assigned from a large sample, used 
different diagnostic categories with signifi- 
cantly different frequencies. In the study 
of Hunt, Wittson and Hunt (16), agree- 
ment between two psychiatrists on a group 


of 794 patients as to broad diagnostic cate- 


gories (psychosis, psychoneurosis, psycho- 
pathic personality) was 54 per cent, while 
for any more specific diagnosis, agreement 


was 33 per cent. Raines and Rohrer (27) 


found that a “group of psychiatrists showed 


significant differences in the frequency with 


which they observed different personality 
types in random samples drawn from the 
886 men and... different . psychiatrists 
tended to see different personality traits in 
the same e man.” In a more recent study (28) 
these authors report evidence which they 
believe confirms their hypothesis that these 
differences are related to, the personality of 
the psychiatrist. Finally, Schmidt and 
Fonda (33) report satisfactory reliability 
of psychiatric diagnosis only at the major 
points of differentiation, organic psy 
chousis vs. schizophrenia. 

Despite this evidence af poor reliability, 


t 

| 


wale or other complex behavioral varia- 
bles are used in research, there has been 
little interest in reliability on the part. of 


psychiatric investigators. In an attempt to. 
determine just how widespread a neglect of | 
reliability exists in current psychiatric. re- _ 


search, the present authors surveyed 100 
consecutive papers appearing in five widely 
read psychiatric journals* between January 

August, 1960. The only criterion for 


selection was that the authors of these pa- 
pers purported to demonstrate the presence 
or absence of a relationship between two — 


variables, at least one of which was behav- 
iorally defined. Seventy-three of the 100 
papers contained no mention of reliability, 
yet represented attempts to correlate vari- 


les, at least one of which was so complex — 


that the question of agreement is legiti- 
mately raised. An example of this common 
disregard for reliability is the attempt to 
relate undefined “clinical improvement” to 

rticular treatment. Clearly, such varia- 
a “clinical improvement,” “degree of 


chopathology” or “schizophrenia” are so 
plex and so loosely defined that meas- 


ment of agreement in usage of such a 


tute might usefully precede any attempt 


toicorrelate it with other variables if mean- 


ingful conclusions are to be derived.® 


In only 19 studies was the reliability of | 


cab major variable assured, either by di- 


rect assessment of agreement by the authors 


or previous workers, or by employing less 
complex variables which could be accu- 
rately measured, e.g., speed of tapping: on 
a tap board, with automatic recording of 
number of taps per minute. It is of course 


understood that all measurements are ap- ; 


Journal of Paychiairy. AMA Ay 
: =: of General Psychiatry, Journal of Nervous 


Mental Disease, Paychintry, Psychosomatic 
icine. 


Tk dees, apparent ome: of ithe 


more easily observed variables, such as the blood 
pressure response following the injection of epi- 
nephrine and Mecholyl, might be unreliable; yet 


Blumberg (5) has shown that this test is not re- 


producible on serial testing when the conventional 
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pr and that perfect reliability is 
unobtainable. It is desirable, however, to 
know the amount of measurement error in 
a particular variable, so that either the re- 
lisbility may be or the 
d.scarded. 
The eight retaining papers some 
n.ention of reliability of the major variables, 
o actually assessed the reliability of one 
vuriable but did not demonstrate the reli- 
a ility of each relevant variable. P 
The GAP committee (9, pp. 600-601) has 
indieated that logically consistent, unam- 
Inguously specified meanings-are a primary 
requir 
ability in the use of terms. It is important 


that both the more arbitrary elements of 


the “definition” and those elements which 
are considered to represent empirically es- 


_ tablished relationships be included in state- 


ments of meaning. In addition to clear 
specification of meaning, attention must 
be given to ‘the communication of this 
meaning to those involved in the research. 
The paper of Hamburg et al. (10) makes it 
clear that a training program consisting of 
repeated group discussions of ratings, with 
efforts to obtain consensus, was a necessary 
condition for the successful achievement of 
agreement. In more general discussions of 
obtaining reliability, Mandler and Kessen 
(19, p. 62 ff.) and Heyns and Lippitt (14, 
pp. 396-397) emphasize the importance of 
training for agreement through continuous 
review of definition and discussion of rea- 
sons for failures to agrée. 
. The preeent authors are currently en- 
gaged in the preliminary reliability-estab- 
lishing phases of a research program. based 


upon the prediction that complex personal-_ 


ity” classification variables assessed in the 
unique setting of the clinical interview are 
likely to prove valuable for many problems 


_ cf interest to psychiatry. The classification 
_ concepts of the Leary. (18) interpersonal 
system 

‘= bo 


f diagnosis were chosen for this 
. because they seemed to possess 
\euriatic value and because they appeared 


F 


¥ 


ent for the achievement of reli-— 


to be well anvhbred empirically. ‘Some 
adaptations of these variables which seemed 
necessary for their use in the interview (as 
contrasted with their use based on formal 
psychologic tests) were made and incorpo- 
rated, after preliminary trials, into a man- 
ual for interviewer-raters. A patient is seen 
independently by pairs of raters who sub- 
sequently make independent diagnostic 
judgments. Each pair of raters then meets 
to discuss sources of disagreement and to 
attempt to reach agreement, although for 
purposes of measuring reliability, of course, 
only their original independent ratings are 
used, The entire research group meets pe- 
riodically to discuss systematically recur- 
ring sources of disagreement and to ap- 
prove clarifications of meaning, which are 
circulated in writing to all participants and 
eventually incorporated into revisions of the 
raters’ manual. 

_ We wish to emphasize the frequent mem- _ 
oranda and revisions of the manual because 
we recognize that, insofar as the training 
is written, there is no major problem of its 
subsequent transmission to other workers 
in, say, another city. There is, however, in 


any program such as the one described an 


implicit sharing of meanings through verbal 
and non-verbal, but unwritten, communica- 


tion. This implicitly shared element in the 
use of concepts by a research group is not 
mentioned to suggest its elimination, since 
it seems unlikely that the training of co- 
workers can take place entirely through 
printed instructions or prepared lectures. 


Rather, the suggestion is that it be recog- 


nized, and not permitted to become so large 
an. element in the training for reliability 
that only those working in a given “center” 
or'in very direct line of personal contact 
with its members can reproduce its findings. 

These considerations in no way affect the 
more general point that conceptual clarifi- 


cation and training are essential in the es- 


tablishment of reliable use of cometien be- 
havioral concepts. — 
The proposal that the of 
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reliability is an important and necessary 


. step in psychiatric research is not new. We 


refer again to Wilson’s (40) 1927 academic 
lecture to the American Psychiatric Asso- 
ciation, in which he said: ‘The point to be 
emphasized is that there .is scientific fact 


independent of the observer only insofar 


as there is consensus, and a nearby: step is 
to improve definitions and the technique of 
measuring or classifying so that there shall 
be closer agreement.” There is still need for 
increaged concern about this procedural 
step in psychiatric research. It is possible 
that both the need and its implementation 
may now be more clearly viewed within the 
perspective of modern scientific philosophy. 
| SUMMARY 

Some recent trends in psychiatric think- 
ing represent efforts to solve the conceptual 
problems which we view as the result of ex- 
cessive rigidity in the use of language or 
excessive looseness. Three such trends are 
discyssed: 1) the suggestion of existential 
psychiatrists that abstract concepts be 


avoided; 2) the less extreme suggestion that 


the disease model and the specific concepts 
of psychiatric disease are useless and even 
harmful to psychiatric progress and should 
be discarded ; 3) the suggestion that, in. ad- 
dition to control of the observational as- 
pects of psychiatric research, the. concep- 


tual aspects should also be “controlled,” 


through measurement of the intersubjective 


reliability with which terms are used, and | 


through efforts to improve that reliability 


by means of definition and clarification of 


terms and the communication of the clari- 
fied meanings to all perryrneting: in the re- 
search. | 

The first—or is con- 
sidered to be an extreme reaction to the 
rigidity which does characterize much psy- 


_ chiatric theorizing. Abandoning classifica- 


tion, abstraction and theory is an extreme 


solution, because it would mean abandoning 


the scientific study of human activity. Un- 
til a scientific ene more marl free 


4 
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of ‘major errors of conceptuelisstion has 
been given a trial, its abandonment is not 


warranted. | 
nuraber of ctiticiame of 


concepts have been raised. In particular, the 
inclusion of specificity in the concept of 
disease has unfortunate implications when 
that concept is used in psychiatry. How- 
ever, certain aspects of the disease model 
may be useful in a clinical science. Also, 
there may be elements of heuristic value in 
certain of the specific disease concepts, such 
as “schizophrenia.” We therefore offer the 
suggestion that such concepts be freed of 
errors of rigidity and unreliability, and ac- 
cepted for use along with any alternative 
concepts which seem to offer promise—each 
research’ group being free to select accord- 

ing to its judgment. It is our conviction that, 
if rigidity is avoided, those concepts of 
lesser value will perish in a process of natu- 
ral selection. 

‘nally, we feel that, despite. a few ex- 
cellent recent attempts to call attention to 
the importance of reliability of terms and 
the related needs for definition, conceptual 
clarification and explicit sharing of mean- 

there is still insufficient recognition of 
essential step in research. 
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FREUD'S. ‘THEORY ‘OF PSYCHOSIS AND THE ROLE. 
OF THE 


The cabektua) tools provided by Freud’s 
psychoanalysis: enabled a band of psychiat- 
ric pioneers to begin work with a new kind 


_ of patient. This patient, previously con-: 
_ sidered to be incomprehensible and hence 
inaccessible, was called the schizophrenic. 


In large m e, Freud’s basic contri- 
bution was to make possible communica- 
tion with the schizophrenic, or as Knight 
(21) has said, to tune in on his primary 
process wave length. For Freud’s insights 


into the primary process and his clarifica- 


tion of the psychology of dreams were as 
important for what meat to follow as were 
his specific studies of {psychosis itself. 

_ At first, armed with 


tact with schizophrenic patients. But the 
patients themselves had an even greater 


impact. The fresh experiences, highly | 


charged with emotion, assumed tremendous 
significance for the doctors who encoun- 
tered them. Work with schizophrenics 


passed the point of being a technical ap- 


proach to a particular problem: in some in- 


stances it became the basis of a whole new 


point of view about psychotherapy, and 


even a new psychology, a new point of view 


about the behavior of all human beings. 
No one can deny the extent to which psy- 


af chotherapeutie theory and technique have 


been enriched by the leaders in this area. 


At the same time, intensive contact with 


and therapeutic responsibility for schizo- 
phrenic patients occasionally seem to re- 
This paper is based on material presented at 


the Forest Hospital, Des Plaines, Illinois, October 
26, 1960, and The Langley Porter Neuropsychiat- 


ric Institute, University of California School of ' 


Medicine, San Francisco, Janiary 18, 1961. 
* The Psychiatric University of 
land, Maryland. 
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new ideas and new 
self-confidence, psychiatrists were able to 
‘sustain prolonged, intimate therapeutic con- 


move the psychiatrist from the nits oF 
hardheaded observation to that of persona! 
philosophy and _ self-perception. Indeed, 
psychotherapists’ preoccupations with 
themselves occupy a significant percentage 
of the literature in the field. This is not 
surprising. The schizophrenic patient does 
challenge the therapist to work miracles. 
He cannot be helped without long and ar- 


_duous personal involvement. Savage (25) 


and others have noted that schizophrenics 
have violent passions and produce violent 
reactions, that by their tempestuous behav- 
ior they disturb the therapist’s private life, 
that they work hard to make the trans- 
ference real, and that they are often suc- 
cessful in converting the therapist into a 
rejecting parent. There may also be ele- 
ments in the schizophrenic personality 
which appeal to: psychiatrists, who them- 
selves are concerned with symbolic repre- 
sentation, sensitivity to non-verbal com- 
munication, and the use of primary process 
forces i in intellectual and artistic creation. 

Certainly the occasional “cure” which 
may occur without apparent reason con- 
tributes to a tendency to construct highly 
personal theories about the illness and its 
treatment. Also, there is some evidence 


that certain therapists, by virtue of the 


kinds of people they are, have more suc- 
cess than others with ‘pa- 


tients. 


In this situation it seems ‘garllcbliely 
important to delineate an internally con- 
sistent theory of the psychodynamics of 
the disorder being treated. Many psycho- 
logic theories of schizophrenia have been 
advanced; it is probable that all, in one 
guise or another, contain Freud’s funda-. 
mental propositions about the nature of 
psychosis. This historic factor may con- 
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_ribute to the current difficulty in‘ defining 
. specific, psychologically useful concept 


.f schizophrenia, in contrast to a general 


limited ordinary rational considera- 


tions. | 
From the viewpoint of therapy, this ac- 


‘count offers a hint of the difficulties met 
by the doctor wishing to penetrate the wak- 
ing dream and snatch the patient back to 


-oncept of psychosis. 


| DEVELOPMENT OF FREUD’S THEORY OF 


of reality. In recent years it has been sug- 
nai “peud’s initial speculations about ‘the gested that the therapist participate to 
ed, of psychosis represented a degree in the structure ofthe psycho- 
‘ith  direet extension of his early formulation of ~ __ Sis. His job is not to effect a frontal disor- 
age hysteria: psychotic behavior reflects a de- “ganization of the patient’s private view 
not fe.se against an unbearable idea and the of the world, but to provide a relationship 
oes anxiety or guilt associated with it. In 1894 which will make it possible for hint to aban- 
les. the unbearable idea was described (10) as don his psychotic gratifications. _ 
ar- one associated with some aspect of current - By 1896, Freud was less concerned with 
25) reality, so that the psychosis could be con- the immediate situation itself than with its 
ics sidered a “flight” from a disturbing life significance as determined by past events. 
ant situation via the development of wish-ful- Early life experience was now conceived as 
iV- _ filling ‘delusions and hallucinations. The evoking feelings of “self-reproach.” Under 
fe, thesis was illustrated by the case of a certain circumstances these feelings, with 
1s- young woman who suffered a traumatic their associated memories, emerged into 
1c- event—a disappointment in love—followed _eonsciousness disguised as unrelated ob- 
a by a state resembling mild elation: she hal- sessional fears. If the repressive defense 
le- lucinated her. lover’s presence and “‘lived failed completely, the reproach might re- 
ty for two months in a happy dream.” Inter-. turn in “its original form,’ possibly with 
n- ference with the defensive behavior pattern the intensity and significance of current 
"e- resulted in disorganization: “...She was experience. At this point the self-distrust of 
n- happy as long as she was left undisturbed ‘the obsessional is changed into distrust di- 
88 and only raved when some circumstances rected against others, through a process 
n. of her surrounding prevented her from car- , which Freud labeled “projection.” Addi- 
ch rying out the logical ware ‘tionally, a change in the self-evaluating 
n- blissful dream.” ; functions of the ego was postulated: the re- 
ly _ This reaction may be regarded as a heres turn of the repressed “absorbs the thought- 
ts terical psychosis,” the symptoms reflecting processes of the ego until they finally be- ~ 
ce a simultaneous defensive and wish-fulfilling come accepted without contradiction” (11). 
1e activity. Denial and hallucination dealt Here are the indications for a therapy 
C~ with the patient’s anxiety and sense of loss aimed at conflict resolution and genetic 
A- as well as with her probable hostility clarification, as well as for the approach 
against the disappointing lover. Her symp- directed to ego functions. These ideas are 
ly toms also posed an effective barrier between relevant to the treatment of both neurosis 
her and any real human being who: might *C. G. Jung and Eugen Bleuler, of course, wrote 
of _ replace the lost object. - ; pat length of this aspect of schizophrenia. Bleuler 
Freud did not elaborate upon the noted the “symbolisms, condensations,” etc., com- 
e 22 waking dream. The implication is clear, the secondary symptomatology of schizophrenia is 
4 ' however, that psychotic and dream thought wholly identical with that of dreams” (Bleuler, E. 
yf : 4 ‘are, at least, a wish-fulfilling or need- Dementia Praecoz or the Group of Schizophrenias, - 


p. 440. Translated by Joseph Zinkin, International 
Universities Press, New York, 1950). 


quality, and that neither is 
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and psychosis, although they contain the 


suggestion that. the therapist might have 
to rebuild the schizophromic’ s repressive de- 
fenses. 

The concept of payehheie presented here 
is more complex and less well defined than 


that of the earlier “hysterical” variety. A 


predisposition to illness lies in the feeling of 
“self-reproach” associated with crucial 
early experiences; but there is nothing here 
of pathognomonic specificity for psychosis 
as contrasted to neurosis, or for schizo- 


phrenia as a particular type of psychotic 


reaction. At the cross-sectional level, how- 
ever, a failure in repression as 4 response 
to current stress is identified as basic to 
psychotic behavior in two ways: 1) it per- 


mits the vivid eruption into consciousness 


of material ordinarily wholly or partially 
out of awareness; 2) it modifies the various 
ego functio&s concerned with evaluating 
reality. Under these circumstances the ex- 


-istence of a mechanism specific to a particu- 


lar aspect of psychotic behavior, “pro- 
jection,” might be inferred. | 

In 1911, in his analysis of Schreber’s 
memoirs (12), Freud came back to his de- 


fensive scheme, but now he focused: upon © 
the patient’s internal drives. ‘The defense 


reflected in psychotic paranoid behavior 
was considered to be directed against a 
wish, not an external event; and the wish 
was identified as the desire for passive ho- 


mosexual gratification. Formulae «explain- 


ing the various types of paranoid delusions 
utilized the concepts of withdrawal of libido 


from the loved person, denial of the homo-— 
- gexual element in the love which has been 


withdrawn, and its conversion into the op- 
posite, hatred. The feeling of hatred is then 


projected and rationalized, 1.e., justifying 


evidence is adduced and made congruent 
with the person’s other perceptions. This 
helps to crystallize it into a logic-tight sys- 
tem. Projection brings the libido back again 
to the people it had abandoned. Thus, a de- 
lusion concerning the interest of other peo- 
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ple in the patient reflects an attempt at psy- 
chologic recovery, a re-establishment of his 
connections with the world around him. 
This formulation represents a major step 
toward specificity in Freud’s concept of 
paranoid behavior. Although it does noi 
contain a theory of schizophrenia per se, 
the concept of libidinal withdrawal has gen - 
eral applicability to psychotic states. It is 
significant also insofar as it systematically 
relates the intrapsychic and the interper- 
sonal process. The human being is defined 


in these terms as a system with an innate 


tendency to relate to similar systems, a 


tendency which is operant even in the face 


of severe disorganization and which may be 
reflected in a variety of behaviors. 


SCHIZOPHRENIC PERSON 


The patient’s problem in object polation: 
or, in Sullivanian terms, interpersonal rela- 
tions—for Freud’s objects included people 
—has been considered by many as the fun- 
damental difficulty to be approached in © 


- therapy. Freud’s formulae clearly imply 


that a direct attack on delusional content, 
apart from its meaning in terms of thera- 
pist and patient, will probably be unpro- 
ductive. The rationalizations or justifica- 


_ tions for an attitude (for example, “I hate 


him—bvecause he persecutes me”) contain 
the heart of the delusional idea. They ex- 
plain everything, and bring many chaotic 
feelings and perceptions into focus; and the 
known can be dealt with more easily than 
the unknown. The paranoid system pro- 
vides the patient with a basis for action. 
Freedom to be self-righteously hostile to 
one’s supposed enemies is important in the 
maintenance of personal security, and al- 
lows aggressive tension to be 
fantasy if not in action. 

The importance for therapy of. any pa- 
tient’s way of relating to others is inherent 
in Freud’s writings. Freud noted in particu- 
lar that the therapeutic situation elicits in 


: 
» 
‘ 
| 
| 
H 


conventional fagade (4). 


FREUD'S THEORY OF PSYCHOSIS 


‘intense form the expression of latent feel- discovery in this respect makes of the doc- 


ings and character traits: “Peculiarities... tor a more suitable object for identification, 
which he had seemed to possess only to. a 1.é., it facilitates the patient’s acquisition of 
modest. degree are often brought to light some of the doctor’s ways of behaving (7). 

in surprisingly inereased intensity, or atti- Milton Wexler regarded the major task 
tudes reveal themselves... which had not of the therapist of schizophrenics to be the 
been betrayed in other relations of life’ replacement of a punitive superego, based 
(13). This insight has been the basis of upon intro} ection of the mother, by a con- 
many current psychotherapeutic efforts stant “mental image” of himself, and pro- 
which involve interpreting or responding to posed to achieve this by agreeing with his 
transference behavior. It has also made patient’s self-condemnations (32). Bak 
possible the recognition of latent psychotic considered Wexler’s most significant action, 
behavior which may be masked by a rigid however, to be the element of agreement 
per se, making it possible for him to repre- 
A particular aspect of an individual's way sent a narcissistic object, z.e., one appearing 


of relating to others. is suggested by the to the patient as part of himself (1). 


concept of narcissism. The narcissism of the Here is the point where psychoanalytic 
schizophrenic was noted in the Schreber theorizing begins to overlap with a funda- 
report. A narcissistic relationship also ap- mental common sense. John Reid has 
pears to be the one most readily available pointed out that all men feel rational and 
to him. In terms of this theory, the impor- self-confident insofar as they meet with - 


tant person, the one who may provide the. agreement—which, according to Santayana, 


patient’s bridge to reality, should share is a “form of friendship” (24). The empha- 
certain personality attributes with him. sis on agreement, similarity and shared ex- 
Perhaps such a consideration was behind perience, however, which appears to be im- 


-Sullivan’s thought that a schizoid attendant . portant for the initiation of therapy with 
' might be the hospitalized schizophrenic’s __ schizophrenics, has not been considered to 
‘most effective communicant (30). This con- be of equal value for work with neurotics. 


cept of narcissism contributes to a view of In this instance the maneuvers of the thera- 
the schizophrenic as one who, in adulthood, pist must be a function of the degree of the. 
may perceive the world in terms similar to patient’s regression, the structure of his » 


those of the simultaneously helpless and character, and his means of adaptation— 
omnipotent infant. It also makes it possible the ways in which he tries to maintain some 


to view schizophrenia qua illness in relation stable reciprocal relationship with his en- 


_to schizophrenia as a “way of life” attend- vironment. 


ant upon certain character structure. Both Another element which may be specific 
considerations emphasize the special sig- ’ to the theory of psychotherapy of paranoid 
nificance of communication for the olaed -schizophrenics is the role of passivity and 


therapist of schizophrenia. 
My own observations have led me to be- . 
lieve that the, first step. in therapy does in- 


volve an unwitting communication from 
- doetor to patient. The patient learns about 


rather than from the therapist, and what 
he learns must. be something rather specific 


_ —namely, that he and his doctor have some 
community of experience. The patient's 


-masochism. Conflicts involving passive- 
‘masochistic wishes are suggested by the 
discussion of Schreber’s illness as important 
determinants of the schizophrenic’s way of. 
relating. Schreber’s fantasies of being a 
woman “submitting to the act-of copula- 


tion” followed. his disappointment at. being 


unable to have children, and he later im- 


plied that transformation into a female 
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would allow him to nendiues: a new race of 
men as a result of by 
God. 
Experience with a of schizo- 
phrenic men has suggested that many of 
their delusional ideas are the ultimate 
elaboration of a wish for union with their 
mothers in which they! would lose their 
shaky existence as independent masculine 
entities (6). The earliest phase of the proc- 
ess of fantasied unification can be con- 
sidered to be similar to the defense of iden- 
tification with the aggressor: the child 
himself becomes the powerful adult and 
avoids the threatened danger. When, as in 
Schreber’s case, the father is ‘actually 
powerful, sadistic and suppressive (23) ; 
union by identification or by submission in 
the masochistic feminine role appears to’ be 
the only available solution. The patient 
who asserts that he is influenced by others 


is announcing both his connection with the 


symbolically significant person or group in 
question, and his relinquishment of certain 
executive ego functions to them. In effect, 
he abdicates his individual responsibility 
and becomes a part of some larger body. 

This is again compatible with the idea 
that the successful therapist is one who of- 
fers himself, wittingly or unwittingly, as an 
object of identification, a person with whom 
the patient can for a time experience a 
sense of connection. The associated prob- 
lem, of course, is that of dealing with the 
fears of being overwhelmed or engulfed 
which arise as the countercurrent to the 
wish to lose one’s — in that - a - 
rental figure. 


INTERNAL. CONTROLS, AND 
HOMOSEXUALITY 
The: mainstream of Freudian was 


continued in Tausk’s classic paper of 1919 
on “the influencing machine” (31). This 


contained the’ first systematic interpreta- 


tion of a single symbolic element in a psy- 
chotic delusion. Tausk also the con- 
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cept of ego-boundary, conceiving the in- 
fluencing machine as a projection of th« 
patient’s body. The patient who has lost 
his ego boundaries is subject to control from 
without and, like the child before he has 
told his first successful lie, can have no 
secrets from anyone. Similarly, Tausk re- 
garded catatonia’ as corresponding to the 
stage when an infant is still discovering his 
body part by part, as though it were in the - 
outer world and subj ect to sta by | 
outside force. 

The establishment of an internal control 
system based on the introjected parent had 
been noted in Freud’s paper of 1914 on nar- 
cissism. Here he advanced the hypothesis 
that delusions of being watched or observed 
reflect the activity of the conscience in its 
regressive form. Conscience, thought to 
originate fromi’ the influence of parental 
criticism, was defined as the psychic insti- 
tution which watches the ego and measures 


it by the ego-ideal (14). This: concept is. 


basic to Wexler’s idea, noted above, that 
therapy must involve the replacement of a 
pathologic superego by an introjected im- 
age of the therapist. Another statement of 
this idea might refer to the learning or ac- 
_quisition of the therapist’s standards, or to 
identification with him rather than to “in- 
trojection” of his “image.” — 

In the following year, reporting the case 
of a woman who developed a delusion of | 
having been photographed in her lover’s 
bedroom, Freud stated: “Love for the 
mother becomes the protagonist of all those 
tendencies which, acting as her ‘conscience’ 
would arrest the girl’s first step along the 
new road to normal sexual satisfaction. . . .” 

‘Here was emphasized not only the sig- 
nificance of introjection, and the patient’s 
homosexual concern with her mother, but 
also the interpersonal significance of her 
symptoni. The paranoid delusion effectively 
interrupted her developing heterosexual af- 
fair, which had competed 
her mother (15). 
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A related theme was developed in “A 
Thild Is Being Beaten,” published in 1919. 
[his paper contains the idea that people 


with masochistic beating fantasies becomie — 


aspecially sensitive toward father-figures, 
are easily offended by them, and in that 
way make the imagined situation come 
trie. “I should not be surprised,” Freud 
wrote, “if it were one day possible to prove 
that the same fantasy is the basis of the de- 
hisional litigiousness of paranoia” (16). 
This suggests that the fantasy of being 
beaten may occur in place of a delusion of 
persecution, and that either may defend 
avainst as well as gratify an unconscious 
passive erotic wish. In interpersonal terms, 
the litigious behavior unconsciously de- 
signed to provoke a beating from a sym- 
bolic father actually serves to isolate the 
patient from others and thus to wai in his 
defensive process. 

Again, this is an example of the tone of 
theoretical formulation which | may contrib- 
ute to the psychotherapist’s awareness of his 
role vis-d-vis the patient, and will deter- 
mine the nature of his intervention or si- 


lence. He must predict to himself the conse- _ 


quence of gratifying the patient’s wish 
through aggressive behavior, or of rein- 
foreing his expectation of punishment; or 


he must. gauge the possible impact of si- 


lence as rejection, or as supporting the pa- 


tient’s distance maneuver. In each instance, 
. the technical move is grounded in an in- 
ternally consistent theory. | 


Freud’s hypothesis about the sini re- 


_ lationship of beating fantasies to paranoia 


was elaborated upon by Bak. Bak con- 


_ eluded that delusions of being mistreated, 
- injured and persecuted gratify the original 
masochistic desire to be castrated, beaten 
_ and abused by the father. Thus, the para- 
- noid delusion becomes a return of the re- 
pressed, and paranoia 1s delusional maso- 


chism (2). 
-An illustration of tae at: ‘passiv 


: vishes in the genesis of a paranoid psycho- > 


_tion. On the one hand, 


sis is provided in Ruth Mack Brunswick’s 
follow-up study of Freud’s 


“Wolf-man” 
(8). Driven by concern about a fancied le- 


sion on his nose, the patient consulted a 


series of physicians, father-figures toward 
whom he had strong anxiety-laden passive 
wishes. Indications of their affection or in- 
difference resulted in elation. or paranoid 
despair. The final psychotic. response, ac- 
cording to Brunswick, stemmed from the 
‘Wolf-man’s unresolved transference to 


‘Freud. His passive homosexual trend was 


apparently reinforced by the latter’s regu- 
lar financial help, which was perceived as 
evidence of interest beyond that usually 
displayed by a physician for his patient. A 


therapist’s sympathetic, supportive behav- 


ior may thus contribute to a patient’s diffi- 
culties. Brunswick traced the patient’s re- 


duction of anxiety about his passive wishes 
during treatment with her to the point 
_ where he. was able to give them up com- 
pletely. She suggested that her being female 
facilitated treatment by avoiding the de- 


velopment of an intense homosexual trans- 
ference. | 


_ HOSTILITY AND HOMOSEXUALITY 


ie paranoid patient’s expectations of 


other people were again the subject of 
Freud’s attention in 1922. At this time he 


suggested that their awareness of ordinarily 


subliminal cues in the behavior of others 
provides a reality basis for delusion forma- 
“ the enmity 
which the persecuted paranoiac sees in 
others is the reflection of his own hostile 


impulses against them’’; on the other hand, 


he “expects from every stranger something 


_ like love” and “is not far wrong” in regard- 
ing their indifference as hate in comparison 


with his needs (17). 

This formulation contains the idea that 
the paranoid person has such strong needs 
for love that he expects and finds rejection 
from those about him. It is a thesis com- . 
patible with the earlier emphasis on pas- 
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sivity and masochism, and is basic to many 
current approaches which emphasize the 
patient’s sensitivity to unverbalized cues in 


“the therapist’s behavior, particularly those 


which may have hostile significance. | 

Destructive wishes were first granted pri- 
mary significance, in contrast to their-sec- 
ondary defensive role, by Freud in 1923. 


‘He proposed that the dangerous rise of 


hostile feelings in the sibling-rivalry situa- 
tion may be dealt with by the mobilization 


of their opposite—feelings of love—or by 5s 
homosexual love for his father so dangerous 


identification with the hated object. Thé 


potential paranoid was regarded as one 


with an ambivalent attitude toward people, 
and at the time of the actual psychotic de- 
velopment, energy was said to be “with- 
drawn from the erotic impulses and used to 
supplement the hostile energy” (18). 


- When it is not possible to mobilize feel- 


ings of love, or when such feelings carry the 
danger of homosexuality with them, the 


more primitive defensive operation of iden- — 


tification may become necessary. It might © 
be logically concluded that psychotic be- 


havior can reflect a regressive identifica- 


tion, a defensive merging in fantasy with 


“some figure symbolic of parents or siblings. 


Bak has suggested a defensive regression of 


the ego to its undifferentiated phase as the 


schizophrenic’s method of avoiding destruc- 
tion of his object world. In this phase, the 
fusion between self and objects eliminates 
the operation of aggression (3). Perhaps 


_ the catatonic patient, completely occupied 
with paranoid fantasies, may be under- 


stood in this fashion. His fantasied mem- 
i in what Cameron has called the 
‘paranoid pseudo-community” (9) is sup- 


plemented by muscular immobilization, 


which not only inhibits the expression of 
hostile feelings but also enforces his lack 
of actual contact with people who might 
provoke frightening, impulses 
in him. 


Freud’s position was extended in 1940 by 


Knight, who emphasized the need for love, 
as much as » ies gee as reflecting 


a 
‘ 


the paranoid’s effort to deal with uncon- 
scious hostile wishes. Love is dangerous in- 
sofar as it stems from passive sexual wishes 
directed to the father, who is hated because 
- he prefers mother and.frustrates the son’s 
passive wishes. As the future patient grows 
up, he attempts to love and be loved by | 


' father or father-surrogates as an aid in re- 


pressing his hostile feelings and simultane- 
ously as a way of enticing his father to his 
destruction. “It is the preponderance of the 
hostile, seductive motive that miakes his 


and prevents him from really developing 
into an overt homosexual” (22). The pa- 
tient cannot allow himself to get tod close 
to father because he runs the risk of de- 
stroying him. This argument suggests a 
similar way of regarding the patient’s prob- 
in achieving some closeness with 


REALITY AND THE CONTEXT OF PSYCHOSIS. 


In 1924 Freud restated the psychotic’s 
problem in dealing with reality. Neurosis, 
he said, tries to ignore reality. Psychosis 
denies it and tries to substitute something 
else for it. The distressing character of 
many delusions and the anxiety associated 


with them indicate, however, that the proc- 


ess of remodeling reality ‘is conducted in 
the face of strenuous opposition: that is, 
the rejected part of reality re-asserts its 
claim, as does the repressed instinct in neu- 
rosis (19). | 
This formulation istoasinds: that denial 
of external reality is never completely suc- 
cessful (something which today is familiar 
to all psychotherapists of schizophrenics), 
and that psychotic behavior incorporates 
significant elements of the real world. Fur- | 
ther, the concept of delusional or other psy- 
-chotic behavior as embodying some dis- 
gratification of potentially 
. disturbing wish implies that the “opposi- 
tion,” as Freud termed it, must include all 
of those factors which deter unacceptable _ 


wishes, thoughts and feelings from emerg- 
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ing into consciousness. Thus, the produc- . value of small hospital units, where every- 


n- tion of paranoid ideas or psychotic action thing can be made predictable and the pa- 
es patterns proceeds against dual resistances: tient°can know every member of the staff. 
se one is the force of repression which, while ‘This might reduce his feeling of powerless- 
1’s less important than in the neuroses, still mness.by giving him some real control over 
Ws excludes certain data from consciousness; his environment. Presumably, such a milieu 
yy the other is the intrusive significance of the would help to promote a clear differentia- 
e- external world, which continues to be a de+_ tion for the patient between himself and 
e- -terminant of behavior. others (33). 

iis The indications for the therapist are | Freud’s final statement on the problem 
he clear. His interventions cannot be based (1937) included a specific suggestion for 
Lis svlely on his evaluation of the patient’s his- therapy. He speculated that the fixed char- 
us - torically evolved needs. The most bizarre acter of delusional ideas may be a conse- 
ng _ behavior must still be viewed in part as a quence of the fact that they contain a frag- 
&- function of the context in which it oceurs. ~ ment of historical truth. He then wondered 
se This concept seems basic to the later view, if recognition of the historical kernel of 
e- implied by Sullivan and articulated by’ truth might not afford common ground 
a Stanton and Schwartz, of schizophrenic be- upon which the therapeutic process would © 
b- havior as a mode of participation in a so- develop. That process would consist in lib- 
Lis cial field (27). Their concept of a symptom erating the fragment of truth from its dis- 
as stable only insofar as it is part_of a tortions and its attachments to the present | 
stable social equilibrium (29) is funda- ‘day, and ‘in leading it back to the point in 
me mental to any intelligent understanding of the past to which it belongs (20). | : 
sg milieustherapy. The social field, in which = The doctor who can recognize the valid 
is, the paéjent’s activities are responses and -. basis of some of the schizophrenic patient’s 
sis adapta@fons, may be “split” by covert con- beliefs becomes a very important person 
ng flict. between staff members upon whom a , for that patient. Mutual agreement’ as to 
of patient is dependent. In that event, the the significance of an idea or a feeling can 
od schizophrenic patient’s excitement or dis- ' initiate a relationship which will permit the 
c- sociation is considered to be a “reflection later questioning of symptomatic ways of 
in of, and a mode of participation in” the _ behaving: : | 

is, split social field (28). -. _ Freud also recognized the importance of 
its Other observations indicate that a major immediate reality in another therapeuti- 
- constituent of the social field may be a key cally relevant way, that is, his concept of 

be person upon whom the patient is more de- the significant dynamic process of delusion 
al pendent than he is upon others. In this in- formation: “...The turning away from 
c- _ stance, the integrative and executive ego reality is exploited by the upward drive of 
ar functions of the chronic schizophrenic ex- the repressed in order to force its subject 
), isting in a limited hospital environment matter into consciousness... .’ (20). 

es -may fluctuate in scope and effectiveness | This idea may be restated: the operation 
r- [with the relative intensity of gratification of denial, as a mechanism of: defense, de- . 
y- and deprivation from the key person upon creases the effectiveness of repression. It : 
S- whom,he is most dependent for libidinal implies that a continuous contact with ex- 
ly supplies (5). This seems to be especially ’ ternal events is necessary for the mainte- 
‘i- true in a large, anonymous situation, with nance of the repressive defense. From a 
personnel coming and going in an slightly different viewpoint, it suggests that 
Je vnpredictable way. a continuous flow of information about ex- 


g- _ Otto Will has recently suggested the «ternal events is required for the continuing 


j 
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correction, ordering of in- 
ternal events. The therapist’s function, in 
these terms, includes giving the patient as 
much stimulation, as much usable informa- 
tion as possible. Sometimes this requires 
much talking, such as clarification of events 
in the hospital, and letting the patient know 
who’s who; it may even include the thera- 
pist’s soliloquies about himself; but’ some- 
_ times it may be sufficient (and all that the 
patient can tolerate) to have the therapist 
come, regularly and — for his 
appointments. 


COMMUNICATION AND "INTERPERSONAL 


CONTACT 


It is clear, on looking beck, that Freud’s 
various allusions to the importance of the 
therapist, his way of relating, and the pa- 
- tient’s ways of perceiving and relating, all 
converge upon each other. Perhaps we can 
agree on the significance for patient and 
doctor of a moment of true communica- 


tion; of contact, with each other. Such a 


mane can be considered to be @ point in 
time when the therapist’s existence is shared 


with the heretofore isolated patient. It may 


at least represent a significant intrusion of 
the therapist into the patient’s private 


world. And yet the intrusion must be lim-— 
ited. It is surely important to identify those 


tendencies in the therapist which can un- 
wittingly perpetuate the psychotic process 
insofar as they help to re-create for the 
patient his parents’ vicarious use of him 
to gratify their own needs or resolve their 
own conflicts. With the schizophrenic, as 
well as with other people, we continue to be 


concerned with permitting development as 
well as producing change. Our most opti- 


mistic view sees nascent qualities awaiting 
the opportunity to become sage, effective 
and organized. 

Paraphrasing Bonweman:: we may say 


that the therapist must have an uncondi- | 


tional readiness to recdgnize the other per- 
son, and to share his world with-him. With-~ 
out such openness of his inner worsen he 


‘HUGENE B. BRODY 


may “turn the other into an ee within 
(his private shadow of 
being” (26). | 
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CONCEPTUAL CONFU SION IN EATING DISORDERS' 


The close emotions 
and eating habits is old medical as well as 
popular knowledge. Loss of appetite is gen- 
erally recognized as an expression of grief, 
depression, and mental and physical illness. 


Conversely, starvation produces loss of 


weight and physical decline, together with 
marked psychologic disturbances (2). 


‘HILDE BRUCH, MD? 


‘disturbances in the 


‘The fact that pronounced changes of body 


weight can develop as consequences of eat- 
ing disorders due to psychologic causes is 
more recent knowledge, though the psycho- 
logic origins of cachexia were recognized in 
1689 by Morton (21). He described the con- 
dition as “nervous consumption,” carefully 
differentiating it from tuberculosis. The 
condition was discovered again and delin- 
eated independently in 1873 by Laségue 
(16). and Sir William Gull (12), and is now 


known in the English literature as anorexia 


nervosa. 
Recognition of siantiinnel factors in the 


more common condition of obesity came 
much later. Occasional references are found 
in the literature of the nineteenth century 
(17, 19), but they became more numerous 
only after the First World War, when Licht- 
witz (18), in Germany, noted that during 
periods of grief and: uncertainty some 
women tended to put on weight. This phe- 


obesity” during the Second World War by 
Dreyfus in France (9). 

The first American studies were reported 
from the fields.of medicine (23, 24) and 


pediatrics (1). In studies of childhood obes-. 


ity the relationship of early experiences and 


: 
* Based on a paper read at the Psychiatric In- 
stitute, University of Maryland School of Medi- 


eine, November, 1960. 


* Department of Psychiatry, Columbia Univer- 


York, York. 
| 


recognized (7). 

Psychoanalytic investigation increased 
the understanding of the psychodynamic 
and symbolic significance of disturbed eat- 
ing habits. The intricate ways in which hu- 
man factors impinge upon all biologic func- 
tions and needs were recognized by Freud. — 
The gamut of emotional development, char- 
acter and symptom formation has been 
traced to the interaction among instinctual 
demands, the more fortunate or hapless 
ways in wittich they are met, and to the ways 
an individual reacts to them. 

Freud (11) proposed many theoretical 
formulations for this fundamental concept 
of his teaching, but remained critical of all 


-his efforts to formulate a fixed theory of 


instincts. He defined instinct as “a border- 
land concept between the mental and the 
physical, being both the mental representa- 
tive of the stimuli emanating from within 
the organism and penetrating to the mind, 
and at the same time a measure of the de- 


- mand made upon the energy of the latter in 


nomenon was described as “paradoxical 


consequence of its connection with the 
body.” This.definition may be applied to 
any bodily need, and throughout his work 
Freud maintained that there was more than 
one instinct. Yet his preoccupation was with 
the sexual drive, and disturbances in the 
nutritional field were considered to be sec- 
ondary to disorder in the psychosexual de- 
velopment, or a symbolic expression of dis-. 
turbances in other areas of living. 

The psychoanalytic approach not only 
deepened the understanding of the problem 
but also offered new therapeutic possibili- 
ties. Obese patients seemed to be particu- 
larly gifted in grasping psychodynamic Te- 
lationships and in acquiring an extensive 
psychoanalytic vocabulary. Yet not infre- 


_ quently, after what at first appeared to be 
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CONCEPTUAL CONFUSION IN EATING DISORDERS 


a dramatic success, a sudden relapse oc- 


curred and it became apparent that the basic 
problems had remained unaffected. Meyer 
(20) concluded a brilliant discussion of the 
psychodynamics of anorexia nervosa and 
bulimia by stating: “With regard to treat- 
ment, I must confess pessimism.” Nemiah 
(22) , reviewing anorexia nervosa, is equally 
skeptical of the value of incight-giving psy- 


chotherapy. 


My own observations also led to the con- 
clusion that the traditional interpretative 
psychoanalytic approach was in need of 


_ modification (5). This applied in particular 


to patients suffering from developmental 
obesity (3), which in many aspects is re- 
lated to schizophrenic development (4). 


_ Consequently, I changed my treatment ap- 


proach from an interpretative to a fact- 


finding attitude, with amazingly positive re- 


sults. For many patients, this was the first 


_ time someone had listened to_what they had 


to say about how they really felt, instead of 


telling: what they were supposed to feel. In 


the study of the transference it was recog- 
nized that the giving of interpretations was 
to these patients a paralyzing re-experience 
of something they had been exposed to all 
their lives, namely: “Mother always knew 
how I felt; I myself did not know it.” 
This shift in therapeutic approach re- 
sulted in-a new formulation of the whole 
problem, on a different level of psychic 


funetioning—that of perception and con- © 


ceptualization—instead of the area we usu- 


ally deal with in psychoanalysis (motiva- 


tional and emotional expression). It be- 


came apparent that these patients suffered 
_ from an inability to identify their bodily 


_ sensations correctly, in particular hunger 


~ and satiation, and from a severe deficit in 
_ thé sense of identity and self-effectiveness. 
- This defect in body concept (14) and self- 
awareness seems to be of crucial importance 
_ for the development of severe eating disor-'™ sistence that led to her dominating the 
_ ders, and must be corrected to achieve Ane household with enforced rituals. The parents © 
ing treatment results. | | 
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Cased 
This young woman, whom I shall call 


Gail, was selected for detailed report be- 


cause she expressed with dramatic direct- 
ness the conceptual confusion in ‘her sense 
of self-effectiveness and bodily awareness. 
I regret that I cannot reproduce the full 
flavor of the grotesque atmosphere of mu- 


- tual coercion and violence that surrounded 


the development of the patient. She entered 
the New’ York State Psychiatric Institute 
in October, 1959, at the age of 20, a slim, 
well groomed and fashionably dressed 
young woman. Her doctor had made ar- 
rangements for hospitalization several 
weeks earlier, but she had refused to sign 
the applieation for voluntary admission. 
‘Her weight was 96 pounds, a sacred figure 
she had rigidly maintained for four or five 
years. And thereby hangs the tale. 

Up to the age of 13 Gail had been plump, 


for which she blamed her parents. Her - 


weight had reached nearly 140 pounds and 
had earned her the nickname of Two-Ton 
Tilly. When she was 11 the parents sought 
help at a child guidance clinic because she 
was unmanageable at home. There was no 
improvement during a year of treatment of 
both mother and child, and a_ boarding 
school with treatment facilities was rec- 
ommended. During this period Gail was 
terrified and dared not eat anything because 
her eating might get out of hand and she 
would become even fatter. Instead, a seem- 
ing miracle happened: she began to grow 
thinner. She decided also to put aside the 
much ridiculed name of Tilly, and chose 
a new one, Gail. 

After two years the parents, feeling guilty 
about the accusation of having got rid of 
her, and believing her promise of better 
behavior, gave in to her demands and Gail 
returned to her home. She was determined 
to keep her weight at 96 pounds, an in- 


‘were obliged to go shopping twice a day be- 
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cause Gail would not permit any food in the 


house between meals. Anything left over 
after a meal had to be thrown away, so she 
could not succumb to the compulsion of 
eating it and thereby exceed the magic up- 
per limit. of 96 pounds. She entered high 
school and got good grades by hard study. 
She also insisted on absolute quiet at-home; 
her parents were not allowed to be there 
when she was studying. 

__ The parents were unable to cope with the 
situation and again sought psychiatric help. 
Gail consented to see the psychiatrist, 
though on her own terms. Things went along 
this way, with many outbursts of violence, 
until she was graduated from high school. 
She did not want her parents to come to the 
commencement and refused to get tickets 
for them. When the mother insisted the 
parents would go in any event, Gail asked, 
“How, how?” The mother refused to tell and 
Gail became increasingly frantic, finally 
attacking her mother with a pair of scissors 
and threatening to kill her. The mother ran 
out of the house to the father’s store; they 
called the police, and Gail was taken to a 
city hospital. Following this episode she 
stayed for six months at a private hospital, 
where medication was required to keep her 
manageable. After her return home she saw 
her psychiatrist regularly and became very 
dependent upon him. Gail also worked as a 
salesgirl in a number of stores for a year and 
a half, holding her job in any one place 
for no more than three or four months. She 
was considered to be a good salesgirl, but 
characteristically her methods became so 
aggressive she got into difficulties. Her 


favorite item was jewelry. If a customer 


stopped to look at a piece of jewelry Gail 


seemed to consider it a challenge, and usu- 


ally succeeded in persuading the customer 
to buy. 

‘Her behavior at tise remained un- 
changed, in particular her fixed pattern of 


apartment of Own. Gail’s response was: 

“You can’t get rid of me that easily.” 
She thereupon gave up her job and stayed 
at home. Within two months her violent 
behavior forced the parents to move into a 
furnished room; they were careful not to let 
Gail know their new address. Even after 
Gail had been at the hospital for over a year 
the mother was afraid to move back to the 
old apartment: it reminded her of her 


daughter’s violence, with furniture and fix- 


tures marred and half-destroyed. After the 


upholstery had been ruined the mother had 


bought slip covers but Gail had cut them to 
ribbons. (She also had torn down the shades 


and draperies.) The parents had endured all 


this because Gail’s psychiatrist implored 
them to be patient. According to the par- 
ents, the doctor had complied with Gail’s 
request not to talk about certain topics— 
for instance, the word food was absolutely | 
forbidden, He also urged the parents never 
to talk about food, and to comply with mas 
patient’s demands. 3 

Going to her doctor’s office dive: times a 
week was Gail’s only reason for leaving 
the apartment. She also had the privilege of 
telephoning him whenever she felt anxious. 
She kept entirely to herself except for call- 
ing her parents at their store to give them 


orders and tell them:what prepared food to 


bring her twice a day, in the exact amount 
to keep her from gaining weight. If Gail 
gained as much as half a poate ane created 
a violent. scene. 

The situation and 
Gail’s doctor recommended that she enter a 
psychiatric hospital as a voluntary patient. 
This she refused to do until one day when — 
her mother reacted to her violence by shout-. 
ing and throwing things. Gail was so terri- 
fied by this that she agreed to hospitali- 
zation. During the first few months in the 
hospital her weight remained her chief pre- 
occupation. She had brought her own scale 
with her and weighed herself every day, re- 


, fusing to eat if she had gained so much as 
an ounce. A change took place when she : 
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: became sinabiouadie involved with a male 
_ patient: if this young man spoke to her, she 
felt it indicated he was falling in love with 
- her. She used all her manipulative skills, 
_ with the predictable result that he openly 
rebuffed her. Gail was indignant and be- 
- wildered that the young man did not re- 
spond, even though she was then at the 
“perfect” weight of 96 pounds. After this 


rejection she gained weight rapidly (to ap- 
proximately 150 pounds within two or three 


months). She now dressed in maternity 


- clothes, with the expressed intent of giving 


the impression of being pregnant. This to 


_ ber was less shameful and aroused less guilt 
than appearing fat. At the same, time the 


idea of pregnancy was revolting to her, as 


_ was that of intercourse. Gail said that, if it 
- were not painful, she would have her uterus 
- removed, “just to be safe.” 


After Gail’s first physician left. the hos- 
pital, she greeted her new therapist with a 
sarcastic outburst: “I hate you already. You 
can never be Dr. X. I can see with one look 


that you are inexperienced, impervious, do 


not know much psychiatry and maybe you 
are even a V.A. resident:” 
_ Accusations of this sort persisted through 


) several months. Her new doctor felt dis- 


couraged, and with reason. Despite more 


than eight years of therapy, Gail’s course 


had been downhill. The physician asked for 
help in evaluating the situation, and for 
supervision: there was the commen whether 


_ Gail was untreatable. 


A review of the previous treatment ap- 


Comanches showed that they had been con- 


_ ducted according to the general principle of 
_ avoiding errors made in the past by the 
- parents or by other physicians, and of con- 
~ fronting the patient with her manipulative 
- behavior and power struggle. The under- 
_ lying conceptual delusion of herself and of 
_ rll human relatedness had not been recog- 
_ niged, and ‘had therefore remained unex- 
_ plored and uncorrected. Actually, Gail had 


H seen unusually clear on this point, but the 


of her statements had 


of despair when she added: 


-been missed. In a conference together with 


her parents she burst out: “I tried to remake 
my parents all through my life..1 wanted to 
put them in a different role, make them 


‘warm and understanding so that they could 


raise me better. What I’m now my parents 
have created. I’m the product of ther crea- 
tion. It is all their fault.” There was a note 
“Don’t they 
see how much I suffer? Don’t they see how 
unhappy I am about being a brat, always 
fighting and arguing?” Being thin was one 
way. of being something in her own right, 
something not quite her parent’s product. 
They had always urged food on ' her and had 
wanted her to be fat. 

_ The mother had been devoted to Gail’s 
cousin, a cuddly, plump baby, born five 
years before Gail. When Gail was born the 
mother was disappointed because the baby 
was “long and stringy” rather than plump. 
She set out to change the infant Gail into a 
dream child, and devoted her life to making 
her underweight child plump and pleasant. 
» The outcome was a tragedy of mutual 


blame and guilt, and the interaction in this 


family embodied a distinctly .Frankenstein 


theme. The daughter, conceived’ of as her — 


parents’ creation, turned against her cre- 
ators, but, appearances notwithstanding, 


was not basically aggressive. She wanted 


only to change her parents so they would 
undo their errors and recreate her in a bet- 
ter mold. A primary example of this deep- 
seated sense of her own helplessness is seen 
in the bizarre dieting. It may be thought of 
also as.a consequence of her inability to 
recognize hunger and satiation; hence her 
demand for controlover her bodily needs 


through her parents. 


_ This new orientation was followed bea a 


decided change in therapeutic progress. Gail 


accepted this approach more readily than 
had been anticipated. It was possible to . 
evoke in her an awareness of undeveloped 


resources within herself, and to make her - 


feel that she could rely on her own initiative 
and behavior. The social worker’s approach 
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to the parents was also re-evaluated, with 
so dramatic a change that four months later 
the parents moved back to their old apart- 
ment and redecorated it. Though Gail was 


in need of continued treatment and hot 


ready for discharge, at this time it could be 
discussed in realistic terms. It was decided 
that she should not live with her parents 
but should have vocational training to equip 
her to be independent and eventually to live 
away from home and the — 


CASE 


A professional man inthis 


been forced to curtail his work following a 
heart attack a year before, and had been 
urgently advised to reduce. (He weighed 250 
pounds.) When I first saw him he had made 
several brief efforts at reducing and at psy- 
chotherapy. After a number of meetings, 
and in a spirit of bravado, he related the fol- 
lowing. He felt that the real failure of his 
life was not that he lacked the will power 
to follow a diet, but rather that he lacked 
the courage to be as fat as he was supposed 


to be—and would be—except that he had — 


learned to be ashamed of it, and was har- 
assed by the knowledge that it was danger- 
ous for him to be so heavy. He had vivid 
memories of his early childhood, and spoke 
with love and admiration of his mother, who 
had eared for him devotedly. Outstanding 
in his memory was her fear that he was not 
eating enough. She served lavish food and 
stood over him to be sure he ate every bite. 
He could still hear her—‘Ess, ess, ich sterbe 
weg (Eat, eat, or I’ll die)”——-whenever he 
tried to go on a diet or began to lose weight. 
None of his sound medical knowledge pro- 
tected him against the devastating feeling 
that by not eating he was killing his mother 
had been dead for some — 


In this young woman the lack of ‘iain 

pendence was expressed in a minor key. 
Cynthia, now 21, had suffered from anorexia 
nervosa when she was. 14, her weight drop- 
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ping below 60 pounds. She seemed to re- 
cover, and finished high school when she 
was 18. At college she began to eat com- 
pulsively, became depressed, and left before 
the end of the first year. She came to New 


. York for treatment and to become an: ac- 


tress. Her family seemed to be devoted to 
her and to be people of culture. The patient, 
however, described her background in con- 
ventional and defensive terms. She felt her 


parents had over-protected her and not 


given her enough confidence in herself. The 
first hint of difficulty came after a tele- 


phone conversation with her father that 


sounded innocuous enough. He had said: 
“How are you, darling? How do you like | 
your room? Do you have enough money?” 
To these questions she had answered, mono- 
syllabically, that everything was fine. Then 
the father asked: “Are you happy, dar- 
ling?” This enraged her. What right had he 
to ask whether she was happy! Just be- 
cause he gave her money, had he the right | 
to expect that she had to be happy for him, 
so he could feel satisfied with himself! She 
elaborated on this, feeling that his expect- 
ing her to be happy had poisoned her life. 
A series of complaints about her mother 
followed. Cynthia felt she was being forced 
to get an education for her mother’s sake. 


“She had been unhappy in college because 


she was oppressed by the question, What am 


I doing here? Do I have to go to _— 


just because mother didn’t go? 
Painstaking work was necessary to make 
her recognize the extent to which she was 
robbed of all sense of achievement by her 
concept that her functioning was in the 
service of somebody else’s needs and not 
her own. Her desire to become an actress. 


or model expressed her frantic search for a 


substitute identity in the hope of acclaim 


and recognition. Gradually she came to 


recognize that her whole life had been de- 
termined by the fear of not being in contro! . 
of her own feelings and impulses. She had 


failed to develop an awareness that she 


had within herself the resources for estab- 
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lishing such controls. The episodes of com- 
pulsive eating terrified her because they 
were concrete evidence of her failure: there 
she was, stuffing herself against her will 
aid without hunger or pleasure—only the 
terror of feeling empty and lost. This hap- 
pened each time she was disappointed in — 


herself or in someone she thought would 
deserve her trust on fulfill her needs cia 
Ww 


DISCUSSION 


The clinical material il 
lustrated two points—the inability to rec- 
ognize hunger and other bodily sensations, 
and the lacking of awareness of living one’s 
own life—as of fundamental significance in 
the development of eating disturbances and 
associated personality problems. Because of 
this perceptual and conceptual confusion, 
an individual may be poorly equipped to 
orient himself about his body and his social- 
emotional environment. Deficient in es- 
sential tools at each developmental step, he 
is continuously bewildered and anxious, in- 
capable of effective self-assertion in an in- 
comprehensible world. The gamut of dis- 
turbed emotional reactions and defense 
mechanisms, which are recognized in the 
psychodynamic approach to these problems, 
may be considered as resulting from efforts 
to deal with life and its problems with de- 
ficient concepts. 

To understand personality 


in this orientation, the problem had to be 


approached on a lower level of complexity. 
Psychoanalysts have a habit of using adult 
emotional terms in describing a child’s 


development, and sometimes forget that it 
‘is impossible to kno how an infant or a 
young child feels, or from what motives he 
acts. The same holds true for the use of 
language in theoretical analytic formula- 
tions: words, often colorful analogies de- 
signed to cope with complex situations (10), 
_are mistaken for the cause of the conditions 
_they describe. : 


CONCEPTUAL CONFUSION IN EATING DISORDERS «Sl 


bodily functions and their relation to men- 
tal disorders has been discussed before. 
Kubie (15) examined in detail the inter- 
action between the biogenetic ingredients 
in the constellation of instinctual deviates 
and the symbolic processes. 

The psychosomatic literature contains 


many references to overeating because of 


feelings of frustration, pregnancy fantasies, 


_or a substitution of food for love and secu- 


rity. These and similar pronouncements are 
not entirely in error, but they fail to ex- 
plain why certain people perceive, or mis- 
perceive, their bodily sensations—spe- — 
cifically, the nutritional function—in such — 
fashion that they put them to use in com- 


plex emotional and interpersonal problems. 


_ Detailed information about early and 
also later eating habits, in both anorexia 
nervosa and obesity, suggests that the im- 
portance of the function of eating needs to 
be learned, and that the learning process 
can miscarry. It has been tacitly assumed. 
that the organism “knows” its bodily sen- 
sations and ean recognize its “drives”; that, 
due to homeostatic regulation, unsatisfied 
needs lead to corrective behavior. This is — 
not so. Recognition of bodily needs and 
the behavior appropriate to their satisfac-_ 


tion depend to a large extent upon learning, 


from infancy on. The subcortical centers, 


which regulate visceral and emotional be- 


havior, receive the “information” on how 
to do this during this early developmental 
phase. Neurophysiologists have furnished 
experimental support for this’ view. Hebb 
(13) in his book, Organization of Behavior, 
summarizing his own observations and 
those of others, stated that lack of food and 
nutritional deprivation may be disruptive 
of organized behavior. Even in such an ani- 
mal as the rat, a certain amount of knowl- 
edge must be acquired for the animal to 
behave appropriately. Hebb pointed out 
that such learned cognitive factors must be 


considered when “hunger” or “satiation” 


is studied in the mature animal. 
‘In human development, because of the 
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ieahsite maturing brain function, with 
its capacity for varying. levels of abstrac- 
tion, and because of the: interaction of the 
biologie field with the social-emotional field, 
the process becomes exceedingly complex 
and may miscarry. If things go well, a child 
learns to identify his body needs correctly, 
_ and to satisfy them in ways that are bio- 
logically appropriate and at the same time 
proper for his social and cultural setting. 
If the innate needs of the child and the 


environmental responses:are to some degree ~ 


disparate, confusion in aware- 
ness may result. 

These people are +0 recognize when 
they are hungry or satiated, nor do they 
differentiate need for food from other sen- 
sations and feelings of discomfort. They 
need signals from the outside to know when 
to eat and when to stop; their own inner 
awareness has not been programed cor- 
rectly. On systematic inquiry, an amazing 


number of fat or thin people will answer 


with an immediate recognition that this is 
exactly what they have suffered from all 
their: lives. Their cognitive perception of 
their nutritional state must be considered to 
be inaccurate. In experimental studies, 
Stunkard (25) observed the same phenome- 
non, which he attributed to a denial of*hun- 
ger sensations in the face of social disap- 
proval. The subjective experience of hunger 
_ in patients with various éating disturbances 


_ is being studied in our department (8), with ; 


the aid of the gastro-electrograph. 
Although experimental data are scant, 
it seems justified to consider this failure of 
proprioceptive recognition to be a result of 
inaccurate learning. Nutrition is of course 
not the enly function that‘is misperceived 


_ and misused in this way; other bodily sen- 


sations or interpersonal situations may also 
be identified incorrectly. Since a disturb- 
ance in eating is reflected in changed body 


size, patients suffering from it are usually 


classified according to this, their most con- 
spicuous symptom. In patierts with dis- 


orders of other bodily functions, as, fcr 
instance, homosexuality, incorrect concepti - 
alization of various bodily states can readil y 
be detected. 


Correct or incorrect learning experienc¢ s 


may be codified on various levels of con- 
ceptual representation in the brain, depenc- 


ing upon the stage of maturation. This 


learning process is not restricted to infancy, 
but continues throughout childhood. During 
periods of emotional stress the differentiated 
and alert regulation of higher brain activity 
may break down, and lower, incorrectly 
programed brain centers be called upon, 
with resulting uncontrolled eating or ere 
of food. 

The early history often fails na give 
evidence of gross neglect, and such com- 


monly used terms as rejection or lack of | 


proper love fail to contribute to an under- 
standing of the problem. The details are 
sometimes quite subtle. What is of im- 
portance is whether the response was ap- 
propriate to the child’s needs, or was super- 
imposed according to what the mother felt 
(often mistakenly) were his needs.-Clinical 
observations indicate that two basit forms 
of behavior, quite independent of specific 


content, must be recognized: behavior that 


originates in the individual, and behavior 
in response to stimuli from the outside. This 
distinction applies to the biologic as well 
as the emotional and interpersonal fields, 
with a wide range of individual variation 
in every aspect. Whether an individual 
grows up to be healthy, or more or less men- 
tally sick, depends upon whether there are 
appropriate responses to the various ex- 
pressions of behavior that originate in the 
child. Only when this is forthcoming can 
he develop autonomy," initiative, and an 


adequate sense of trust in his own activities 


and his effectiveness in social situations and 
in satisfying his bodily needs. Appropriate 
stimulation is also part: of normal develop- 
ment,'but experiences in this field seem Jog 
have been less deficient. 
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i sstalbionte in whom the eating disorder i is 
s vere, signals of nutritional need are not 
tie only ones that have been inappropri- 
a ely or inconsistently appeased. Invariably 
t ere is evidence that other aspects of child- 
p.itiated behavior have been disregarded or 
jiappropriately responded to. Although 
s-emingly obvious, it nonetheless appears to 
be crucial in the development of any child 
that there be someone to respond to him 


and to smile back when he reaches out or 


‘siniles at the world. Lack of such appropri- 
ate response does not mean that a mother 
has neglected her child; on the contrary, 
she may have given him every attention, 
but in an effort to make him do things she 
feels he should do. If her response is ex- 
tremely one-sided, so that only she initiates 
behavior, her child may grow up living en- 
tirely by responding to others, either with 
over-compliance. or with rigid negativism. 
He will never know that thoughts, feelings 
or actions originating in him can be ef- 
fective. 

I have focused on the factors 
severe eating disorders, but disturbances of 
this sort will also be found in the schizo- 
phrenic development, where, in the most 
severe cases, the patient may feel that 
someone élse is doing his thinking; he may 
have only the vaguest concept of his own 


bodily existence and a poorly integrated 
body image. I feel that incorrect perception 


of bodily sensations is the link between 


severe eating disorders and schizophrenia — 


(6). 

_ The therapeutic implications of these 
concepts are many and far-reaching. They 
may be reduced to a simple formula: that 
the essential step in treatment is to help 
such a patient to become aware that there 
“is something—be it thoughts, feelings, judg- 
ments, decisions—that originates within 
‘hm, and that he can learn to use his own 


a itiative and resources effectively. Failure 
>! self-awareness may extend to many as- 
ot and the way & 


he 
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poe be helped to become aware of his own 


functioning may seem at first to be insig- 
nificant. Sometimes it is useful to draw a 


patient’s attention to his verbal behavior. 


He may report an event, any event, as 


“something that happened to me,’’. but 
never say, “I did” or “I said.” By beso 
ing aware of this he may, rather than dis- 
claim his participation, come to recognize 


“an element of personal initiative. He may 


thus become less passive. Specifically, stich 
a patient needs help in becoming aware of 
sensations indicating bodily needs. Some 


| have never realized that food is eaten to 
maintain health and strength; they have 


uséd it chiefly for non-nutritional ends, in © 
a losing struggle to establish some sense of | 
identity. 

It is a milestone in treatment when a 
patient recognizes some deficit in his per- — 


ception and conceptualization and reacts 


to it in a positive way, as a challenge for | 
further clarification and not as a criticism. 


_ When he achieves a degree of confidence in © 


his. ability to make discriminating observa- | 
tions and judgments, he is ready to ap- 
proach and analyze the more complex psy- 
chodynamic problems usually dealt with in 
analysis. These patients must first become. 


aware of and then correct certain aspects of - 


this conceptual confusion. Only then can 
they use interpretations in a constructive — 
way. Otherwise, psychoanalytic treatment — 


will deteriorate into resistance or intel- 


leetualizing. 


SUMMARY AND CONCLUSIONS 


: The importance of emotional factors in 
eating disorders (both obesity and anorexia 


_nervosa) has been recognized in the past. 


Psychoanalytic concepts helped to clarify 
the psychodynamics of disturbed eating 
behavior and the symbolic significance of 
food and body size, but were not effective | 
in therapeutic application. 
Analysis of the mental processes under- 
lying the motivational factors produced — 
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54 | 
evidence of conceptual and perceptual defi- 
cits. The inability to identify correctly hun- 
ger and other bodily sensations and emo- 
tional states could be recognized in patients 
with eating disturbances. 3 

This conceptual confusion may be con- 
ceived of as the result of incorrect early 
learning experiences in the absence of ap- 
propriate response to signs and signals 
originating in the child. While this may ap- 
ply to any aspect of a child’s development, 


it will result in disturbed weight regulation 

when the failure of appropriate response is 
pronounced in relation to. the feeding situ- — 
ation. Detailed family studies have revealed — 


the developmental background. of © such 
learning deficits. dl 

If failure of confirmat jon of child-initi- 
ated behavior is severe, the result may be a 
person who lives chiefly ‘by responding to 
stimuli from others; he may respond with 
passive compliance or. figid negativism, 
without experiencing sensations, thoughts 
or feelings as originating within himself. 
This same lack of a sense of self-effective- 
ness, a feeling of being influenced from the 
outside, also occurs in bchisophrenic de- 
velopment. 

It is submitted that the 
cations of this approach are far-reaching. 
Traditional insight-giving psychotherapy 
reinforces the patient’s experience of being 
influenced by others. Effective psychother- 
apy must evoke an awareness of self-initi- 
ated thinking and acting. 
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PROVOCATION OF SUICIDAL A ATTEMPTS 


CARL H. FELLNER, MD! 


A number of recently published papers 
on suicide and suicidal attempts have em- 
hasized that the intent to commit suicide 
13 frequently and repeatedly communicated 


(2-7). This observation generated the pres- 


ent study, which was designed to test the 
following hypotheses derived from clinical 
data and understandings gained during in- 
tensive psychotherapy with individual pa- 
tients: 1) that a suicidal attempt is the 


direct outcome of an interpersonal conflict: 
situation with a specific, psychologically 


important figure (the “partner’’); 2) that 
it follows, in logical sequence, previous in- 
teractions culminating in the threat of sui- 
cide; and 3) that this threat must be re- 
jected by the partner before the —? is 
carried out. 


‘METHOD 


Two groupe of ten patients each were 
studied. One group consisted of patients 
suffering from psychotic disorders; the 
other, of patients suffering from psycho- 
neurotic disorders, personality disorders or 
personality trait disturbances. The defini- 


tions of the American Psychiatric Associa- 


tion’s Mental Disorders: Diagnostic and 


Statistical Manual (1) were adhered to in 


making these diagnoses. All patients were 
seen in response to a request for psychiatric 
consultation in the general hospital to 
which they had been admitted following 
their attempts at suicide. Ten cases each, 


falling under either the psychotic or the 


non-psychotic category, were selected in 
numerical sequence as from the date of the 
study: In addition to repeated interviews 
with the patients, some other psychologi- 


cally, significant person with whom the pa- 


‘ Department of Paychiatry, University of Wis- 
isconsin. 


tient was deeply tuvlabedd at the time of the 
attempt was also interviewed. 


RESULTS 


the non-psychotic group the 
general emerged from inter-_ 
views: | 

There was an intense interaction 
the patient and a- partner, such as spouse, 
parent or intimate friend. Characteristi-. 
cally, this interaction was a conflict which 
the patient handled in a very demanding, 


_passive-aggressive, clinging manner, and 


which culminated in repeated threats of | 
suicide expressed either directly or by al- 

most unmistakable implication. Such a 
threat at first appeared to be a powerful 
weapon but on repetition became less ef- 
fective. Finally, the response of the partner 
to the repeated threat was a direct or in- 
direct expression of counter-aggression, in 
the form of a challenge: “I dare you!” In 
some cases this challenge was taken up 


’ and acted upon immediately; in others, the 


suicidal attempt followed a repeated acting- 
out of aggressive threat and counter-aggres- — 
sive challenge. The following case histories 
wii! serve to illustrate these points: 


CASE HISTORY 1 


A 38-year-old white female nurse was 
admitted following an attempt at suicide. 
There had been several earlier suicidal ges- 
tures of a much milder degree, and repeated 
warnings to her husband that she was about 
to commit suicide. On the evening preced- 
ing admission, after an argument with her 
husband, the patient got a butcher knife 
from the kitchen; this her husband took 
from her. The same evening she ran across 
the living-room intending to smash her head 


the stone but was s stopped 
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by her husband. The patient was a rather 


_ frightened, worried person who scheduled | 


her life and the life of her family in an ob- 
sessive-compulsive fashion. She had known 
her husband while she was studying to be- 
come a nurse, but had broken off their ro- 
mance after she was graduated and left 
their home town to accept employment else- 
where. Somewhat later he had to undergo 
surgery and was discovered to be a hemo- 
‘philiac. His condition became critical, and 
she returned at the request of his ‘family 


and nursed him back to health. Subse- 


quently they became engaged and later 


married. The husband was a rather opin- 


ionated man, inclined to be dictatorial and 
irresponsible, but the patient considered 
him to be a rather weak person and in need 
of her support. Following the birth of their 
second child, and as the children grew older, 
she became progressively dissatisfied with 
her life as a housewife, felt she was not 
really. fulfilling herself, and wanted to take 
up her studies again, either as a nurse or in 
a new career as a teacher. Her husband op- 
posed these plans, and insisted that she re- 
main at home and be there when he came 
back from work to look after him. The 
situation culminated in repeated quarrels 
and finally in the patient’s threatening sui- 


cide. (She later explained that these threats: 


were really meant to make her husband un- 
derstand that she desperately needed to 
change her mode of life.) At first the hus- 
band was frightened and promised to ac- 
cede to her wishes, but actually he con- 
tinued to oppose her. He objected to her 
accepting a part-time job as a nurse which 
would have entailed the family’s moving to 
a different location. He again demonstrated 
to her his own need for her attention by 
‘staying away from his job of traveling 
salesman on the pretext that he had to help 
out a friend in their city. ‘The wife again 
threatened suicide, and finally acted, first 
_ by taking a mild overdos¢: of sleeping tab- 


lets, then by attempting herself (in. 


the manner described a 


¥e), which per- 


| 
4 


rejecting attitu 


mitted her husband to intervene at the last 


moment and. save her. 
The immediate results of the ttempt d 


suicide and the subsequent hospitalizaticn 
were the return of the husband to his jcb 


and the intervention of the physician ‘o 


-convince the husband that he must. acce»t 


his wife’s need for at least part-time wor%. 

The following case history throws some 
light on the basically sadistic, hostile and 
of the never 
by the patient: 


+ CASE HISTORY 2 


unitted to the general hospital following an 
attempted suicide (jumping out of a rolling 
ear on Christmas Eve). She sustained only 
minor. injuries: a few abrasions and con- 
tusions. About her suicidal attempt, the pa- 
tient stated that she did not really want to 
die, only to make her husband understand 


. how desperate she felt. Some eight months 


prior to the present admission she had been 
admitted to the psychiatric ward of a gen- 
eral hospital with the diagnosis of a post- 
puerperal depression, had been treated with 
tranquilizers and in an 
condition. 

The interaction between the patient. aril 
her husband was described as follows: The 
patient had felt inadequate in the perform- 
ance of her duties as wife and mother, es- 
pecially since the birth of her third child, 
who was quite demanding. When the hus- 
band returned from work in the evening he 
would find his wife full of complaints. At 
first he was sympathetic, but as time went 
by he became annoyed with her, and said 
she would have to pull herself together. Fol- 


lowing her hospitalization for thé post- 


puerperal depression he was more sympa- 
thetic, and hired someone to help her. But 
the complaints continued, he again became 


annoyed, and the patient responded with 
increased clinging and demands: for love 


and attention, and finally with threats that 


- she would harm herself. She demonstrat d 
her intention to commit suicide by runnirg — 
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the kitchen getting the aspirin bot- 

. At first the husband intervened, but 
a . a time he got “fed up” and watched 
“see what she would do.’’ She put a hand- 
f | of tablets into her mouth but, when he 


_ ¢ J not intervene, spat them into her hand 


a id -eturned them to the bottle. 

The patient had also threatened before 
‘te jump out of the moving car, and at first 
tie husband had felt frightened and had 
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) when ‘ind how to give them to her. After 
‘a few days the husband felt he could not 
stand the patient’s constantly begging for 
more tablets, and refused to continue to 
keep the pills. He handed them to his wife, 
who promptly took an overdose of the tran- 
quilizer. 

‘In the group, thie pattern of 
interaction between patient and a partner, 


leading to the suicidal threat and finally to 


rstrained her. The night of admission she~the’ challenge, was less clearly. and regu- 


tlreatened again, and he decided that 
“here was plenty of snow on the road and 
high banks of snow on both sides,” and so 
disregarded her threat and drove on. There- 
upon the patient opened the door of the 
car and aad out. 


CASE HISTORY 3 


white housewife was ad- 
mitted to the general hospital after a sec- 
ond attempt at suicide, the first having oc- 
curred the summer before, when she had 
slashed both her wrists and her neck in the 
following setting: — 

Always somewhat nervous, hich-strane, 
active and ‘“‘on the go,” the patient had felt 
exhausted and lonely after a big wedding 
given for her eldest daughter. She turned 
toward her husband, demanding more and 


more of his attention. After a time, he felt — 


that her demands were becoming unreason- 
able and were interfering with his work and 
his life in general. He went to his minister 
for advice and after a long talk decided he 
should not devote his entire life to his wife, 
since he also had obligations to himself and 
his children. When he told his wife that this 


was what he was going to do she protested 


and pleaded with him not to abandon her. 
He left, saying that he had to go downtown © 
with his son on-business, and on his return — 
found(that she had attempted suicide. He 


: had her hospitalized immediately. 

The second. attempt was made several 
4 eks after the patient’s return from the 
hospital. Her doctor had put he. on tran- 
gq iliging and sleeping tablets, which he had 
-’ nded to the husband with instructions as 
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larly demonstrated. The threat of suicide 
PS expressed clearly, and was some- 
; ouched in such autistic symbolism 
that. it could not be understood by the part- 
ner. “Also, the partner in his own right was 
perhaps less involved than were the part- 


ners of the non-psychotic group, and his 


rejection of the patient was perhaps less 
conscious and less intense. 


CASE HISTORY 4 


A 28-year-old white unmarried female 
attempted suicide by throwing herself in 
_ front of an oncoming car. The driver, how- 
ever; was coming slowly around a corner 
and had plenty of time to stop, and she es- 
eaped serious injury. 

patient, who was diagnosed as suf- 
fering from a_ schizophrenic reaction, 
chronic undifferentiated type, had been in- 
volved in a life-long struggle with her 
father. Her mother had died when she was 
six, and on the death of a maternal grand- 
mother, shortly after her mother’s death, 
she was left a substantial sum of money. 
She felt that her father took advantage of 
‘his guardianship by using her money, and 
also by paying for her tuition and studies 
out of her money instead of supporting her 
himself, She had always had a rather inade- 
quate self-concept, and felt extremely in- 
secure. Despite this, she went away to col- 
lege, and later pursued an independent | 
r away from home. Her father remar- 
ried, and she felt he took little interest in . 
her welfare. On her last visit things again 
did not go well, and she left with the feeling 
nee her parents were less interested in her 
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than ever. She was particularly angry 


about their planning a trip to Europe, 


which seemed to her the final desertion. She 


had expressed her anger and also, she felt, 
her desperation about her. loneliness. The 


father was apparently unaware of all this, 
although later he readily admitted that he 
had taken no active interest in his daughter 
since she left home. Te patient’s final 
threat was to change hef will so that, in- 
stead of leaving all her p70 


to her par- 
. ents, she cut them out entifely. Autistically, 
the patient felt that awareness of this 
change of mind with regard to. the will must 

somehow occur to her fai ther. When he did 
wees write or react in any way she felt it 
Parents a lesson,” 
attempted to throw herself in - front of 


Using unselected wale and differen- 
tiating only between paye hotic and non- 


psychotic patients permit ited the observa- 


tion and investigation ofA wide range of 
psychopathology. This rang 3 
also in the great differerices of feelings ex- 
pressed by the patients with regard to their 
suicidal attempts. At one end of the scale 
was the patient who clearly made a suicidal 
gesture as a form of communication, with 
the goal—on a fairly conscious level—of 
achieving a “desired effect” (6). The less 
consciously aware of this goal the person 
was, the more obscure and autistic the form 
in which the intent to commit suicide was 
expressed, and the more severe the suicidal 
attempt. At the other end of the scale was 
the patient in whom conscious awareness of 
a goal played only a minor role, the patient 
disturbed to the point where primary 
thought processes predominated. On re- 
covery from an acute psychotic reaction he 
could not account for his suicidal attempt, 
had only a very hazy memory of events 
leading up to it, and exp ee 
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could feeling rejected and. abar 
doned. 


Results of this the 


major hypotheses on a clinical level. In the 
non-psychotic group, the suicidal attem) t 
was clearly a way of communicating. It was 
an acted-out, non-verbal communication, 
but it followed earlier verbal communic:a- 
tions in logical sequence. Of equal impor- 


tanee, and precipitating the attempt, was 


the response received from the partner in 
the relationship, the “feed-back” from the 


person to whom the communication was 


directed. The suicide threat had initially 
brought forth in this partner strong feelings 
of guilt and compassion, but in the long 
run, and for reasons which would have to 
be sought in the partner’s own personality 


make-up, these feelings gave way to the 


expression of counter-aggression: the direct 
or indirect challenge to the patient to go 
ahead. It appeared to be this feed-back 
which led, either immediately or following 


a repeated acting-out of threat (aggres- — 
sion) and counter-aggression (“I dare | 


you”), to the attempted suicide. The issue 
of life and death, of existence versus ‘non- 
existence, seemed to be entirely lost to view 
the course of these 
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A STUDY OF OCULAR MOVEMENTS IN HYPNOTICALLY 
‘ INDUCED | 


SHELDON K. MD.? WILLIAM E. MD: 
and DANIEL X. FREEDMAN, M.D 


Interest in the use of the electroencepha- | 


lographic and eye-movement potentials in 


the study of dreaming stems from the re- 


ports of Aserinsky and Kleitman Sit 
who observed periods of rapid conjugate 
eye movement during sleep. Subjects awak- 
ened in the presence of these eye movements | 
showed a high incidence of dream recall 
(74 per cent), and a low incidence if awak- 
ened during periods of no eye movement (9 
per cent). Dement and others (4-6, 10) 
have confirmed these findings in normal and 
in schizophrenic subjects. These investiga- 
tors found a correlation in the EEGs of 
very light sleep, eye movements and dream-' 


ing. 
Dement stated that, when eye dchivaoneitie 
were directly observed in a sleeping person, 


“the subjective impression was that the eye 
movements resembled those of an individual 


scanning his environment or watching some 


event associated with a great deal of move- 


ment and activities” (4, p. 264). To test the 


_ hypothesis that “the movements represented 


the visual imagery of the dream, that is, 
that they corresponded to where and at 
what the dreamer was looking” (5, pp. 343- 
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344) , Dement and Kleitman examined the 
dream content and patterns of eye move- 
ment. They found that the predominant 
directions of the eye movements (vertical, 
horizontal, or mixed) corresponded to the 
major directions of activity in the dream, 
and that movement was minimal or absent 
when the dreamer was staring at an object 
or at some distant scene. In a later study 
Dement and Wolpert (7) correctly “pre- - 
dicted,” on the basis of amount of eye move- | 


ments alone, the participation of the 


dreamer in the dream activity (categérized 
as “passive” or “aetive’’) in we per cent of 
‘he records examined. 

Such data support the notion of an in- 
trinsic relation between eye movements and 
dreaming, although Dement states that, the 
occurrence of dreams without eyP move- 


ment is not ruled out. 


The question arises whether these Sali 


tionships found with dreams of normal 


sleep hold for hypnotically-induced dreams 
which occur in a trance state or, through 
post-hypnotic suggestion, in normal sleep. 
The correlations noted with the dreams of 
normal sleep may hold generally for hyp- 
notic dreams. If so, hypnosis, which pro- 
vides a method for control of both dream 
content and eye movement, can be used to 
delineate more clearly the relation between 
dream and ocular activity in dreams of nor- 
mal sleep. With hypnosis, not only can the 
activity within the dream be controlled, but . 


the particular kind of visual orientation of 
- the dreamer to his dream scene can also be 


specified, to see whether the subsequent eye 


movements are those oculomotor adjust- 


ments that would be expected if the visual - 
experience took place in a waking rather 


than a sleeping state. The intrinsic relation- 
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ship of eye movement to any dream can be 
probed in hypnotic dreams by testing the 
degree to which inhibition of ocular move- 
ment influences the occurrence or content of 
the dream. Finally, a study of the similari- 
ties and differences between “normal” and 
hypnotic dreams, with simultaneous re- 
cording of EEG and ocular: movements, 
allows an approach to the differentiation of 
the psychologic organizations in the two 
kinds of dreaming. 

We therefore investigated the relations 
between EEG patterns, eye movements, and 


type of activity occurring in the hypnotic . 


dream. 
METHOD 

One subject was studied intensively in 
12 experimental sessions. S was a 25-year- 
old unmarried white girl, an artist, whose 
extensive experience as a subject in experi- 
ments using hypnosis facilitated both the 
investigative procedures and our interpreta- 
tion of her behavior. _ 

To record eye movements and the EEG, 
seven small silver disk electrodes were ap- 
plied to S. The EEG and eye movement 
potentials were amplified and recorded by a 
four-channel Medcraft Electroencephalo- 
graph. Three of the four channels were uti- 


lized in this experiment. The first two chan- 


nels, recorded in a monopolar fashion from 
the outer canthus of each eye, referred to 
the ear lobes of the same side. The third 
channel gave a bipolar record from the 
parietal and occipital electrodes. A con- 
stant paper speed of three centimeters per 
second was used, with sample records taken 
at intervals at a speed of six centimeters 
per second. The experiment was conducted 
in a sound-proof room provided with a 
couch on which S reclined, and a one-way 
viewing mirror behind which recording ap- 
paratus was placed. The hypnotist at times 
remained with S in her room; and at other 
_ times observed her from the recording room. 


In all experiments, one or two observers | 


were present in the room. par- 


ticipated in the experiment with full knowl- 


edge that E could see and hear her, and re- 


her behavior. 


EEG and eye-movement-potential re. 
cordings were made when the eyes were 


open and closed in the normal waking anc 


hypnotic trance states, and in both state: 


S was directed to move her eyes “right anc 


left,” “up and down” and “looking straigh: 
ahead.” The same recordings were then 
made during the hypnotie induction, the 


trance state, and during induced dreams of 


both an active and a passive nature. 


During each of the 12 sessions S was hyp- i 


notized and told to have dreams (either 
while in the trance state or post-hypnoti- 
cally) ; each dream carried specific instruc- 
tions as to activity. These instructions were 


varied and were introduced flexibly ; for ex- | 


ample, some instructions controlled amount 


of activity within the dream (by suggest- 


ing general content—a peaceful scene, a 

sports event); some controlled the dream- 
er’s activity (playing a game, watching a 
game, watching, a-calm scene); some in- 
fluenced eye movement directly (by sug- 


gesting that S keep her eyes fixed on a | 


point within the dream scene, or by suggest- 
ing that a mask was in front of her eyes). 
On occasion S was instructed while in the 
trance to signify the beginning and the 
ending of the induced dream by a motor act 
(crossing the legs) which could be easily 
observed through the one-way mirror. This 


could be correlated with a spoken instruc- _ 


tion, the observations of the investigator in _ 


the room, and the Te- 


STATES OF WAKEFULNESS, INDUCTION, ANC 
AND CHANGE OF STATE 


The waking state was 
acterized by random ¢ye movements (Fig- 
ure 1), elthough on command waa able, 
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Fic. 1. Record of normal random eye m« : ements of S awake. with eyes open. Top trac- 


| ing, right eye; — tracing, left eye; lower tracing EEG, parietal and — leads. 


with open or closed; to hold her eyes 
steady and look straight ahead, and thereby 


produce a record of minimal movement. | 
The subject was given the following in- | 


structions: “All right now, sit back and re- 


lax. Close your eyes. Now you find you are 


becoming sleepier and sleepier and you are 
going into a deep trance. Your eyelids are 
heavy and closed; you are becoming sleepier 


and sleepier and as I count from one to 20 


you will go deeper and deeper into a 
trance.” On almost every occasion S ap- 
peared to be in a trance immediately after 
the first sentence of the instructions. At 
that point the eye-movement records 


changed from the activity of the waking © : 
_ing from a trance. The hypnotist would tell 


state to almost no movement whatever 
- (Figure 2). Occasionally a slightly slower 
change in the eye movements was observed 
during the induction of the trance. Through- 
_ out the 12 hypnotic sessions (which. totaled 


about: 48 hours). the trance state iteelf 
showed almost no éye movement. Periodic 
eye movements, similar to those seen dur- 
ing nocturnal dreams, were observed only 


at times when dreams had been hypnoti- 


cally induced, and at no other time during 


the trance. (Figure 3 is an example of the 


eye movements occurring in a hypnotically- 
induced dream.) The lack of eye movements 
during the trance raises problems concern- 
ing the nature of orienting during such 
states. The dependence of S on auditory 


cues and on the actions of the hypnotist is 


highlighted by this absence of ocular orient- 
Figure 4 is a typical record of S’s awak- 


the subject, “In a moment I am going to 


bring you out of the trance; I am going to 


count. from three to one, and when I get 
to one you will be wide awake.” Usually 
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when he said “two” there would be'a or 


_ change in the record. 


The characteristic pattern dei 
of mental state, then, was an abrupt change 


- in the eye-movement pattern, when S was 
either going into or coming out of the 


trance. The lack of EEG changes is a usual 
finding in this and other laboratories (3). 
It is possible that the period of induction 
in some other Ss would be less abrupt, and 
that studies of eye movement and sponta- 
neous imagery during induction (1 ” could 
be carried out. 


In general, hypnotic dreams were of 
short duration (usually under five min- 


utes). Although these are briefer than many 


dreams of natural sleep, we occasionally 


limited dream time by suggestion, and no — 
systematic comparison. of dream-times was © 
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Fic. 3. Record of § having s hypnotically induced dream. 


~ 


= Fie. 4. the traning Numbers correspond to the hyp- 
notist’s counting, after instructions that S would be awake by the count of “one.” 


dream ean be divided into three general 


categories: 


Suggestion of activity or passivity in the 


dream scene: S was instructed to have 


in which activity within the scene 
igh or low. For example, it was sug- 


was 
gested to S that she have a dream in which 


she was watching a very active tennis 
match. Figure 5 shows the tracing of the 
active eye movement of this dream. S re- 
ported after awakening, “I had a dream in 


which I was watching a championship ten- 
nis playoff on TV. It was very excitin 


close.” 
At the ‘other end we the peale S was 5 told, Bs 
“You will have a dream in which you are 
sitting quietly, looking at a painting.” Figure © 
6 shows the tracing of this dream, in which 


there is much less eye motion. S reported, 
“I had a dream in which I was sitting at th: 
edge of a woods, looking at a painting o1 
my ‘easel. It was very calm.” E asked, 


and 
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EYE MOVEMENTS IN HYPHOTICALLY INDUCED DREAMS 


"Was" there any motion in the dream?,” 
and the patient said, a few bi 
dying around.” 


Attempt to control eye 
 lirect suggestion: It was quite easy experi- : 


 nentally to induce a dream with little ac- 
__ civity, but it was difficult to eliminate all 
- eye movements. In one attempt S was told, 


‘You are inside a multicolored sphere look- 


_ ing up. There will be no motion at all in 
_ this dream. There will be no need for your 


_ eyes to move.” Here S_ reported, “I had a 


dream I was in a large steel sphere. I knew 


there was no need to look around, but still 


I started to explore _ inside with my 
eyes. 
‘In another attempt was told, “ye 


_ will have a very active dream. It will be P 
pleasant, it will remain pleasant, only as 


dream. By instruction, the 
— of activity. The vertical line indicates the 


 eontent of the dream was to involve a 


6. Record of 8 during a induced which by hypnotic instruction 


63 
long as You keep your eyes on one spot in 
front of you” (Figure 7). There is no peri- 


~ odie eye movement in this dream. S re- 


ported, “I tried to have an active dream, 


but I couldn’t. All I dreamed about was the 


spot and the bands_ of color in it. I think 
my peripheral vision caught flickers of color 
and sas; but I couldn’t find out what 
they were.’ 

Control of the dreamer’s relation to the 
dream event.’ Not only can the dream scene 
vary in the amount of activity it contains, 
but also the point of view of the dreamer 
toward this activity can vary. Two such 
variations were introduced. __ 

In one, S was told a mask covered her 


- face. For example, she was first instructed’ 
to dream about a fast Ping-pong match. 


matches were selected” for” the 
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Fic. 7. Record of hypnotialy induced dream in which 8 was told she was not to move 


Fie. 8. Record of a i induced nai) in which S was told that a mask covered 
“her face. The arrow indicates the oe at i 4 she was told we mask was removed and 


gee. 


dreams because of the amount of activity 


associated with them.) There was very ac- 
tive eye movement. Then, during the course 
of the Ping-pong match, S was told, “You 


have a mask completely covering your face 


now,’ and suddenly the eye movement 
stopped. When the mask was taken off S 
was told; “You can now see.” As shown in 
Figure 8, the eye movement abruptly re- 
turned. While the mask was on S was asked, 
“What side is the ball on?” She responded 
immediately, “The left side.” Later she 
said, “I could tell because I could hear the 
ball.” 

During these S seemed to 


attempting to maintain ocular movements 


and to orient to the dream scene. S de- 


scribed herself as uncomfortable while the . 


mask was on. On one occasion she was told, 


“You now have a mask in front of your . 
face.” A few periodic eye movements con- | 


tinued during this time, and on later ques- 


tioning she said, somewhat embarrassed, “I 


cheated. You just said it was in front of: 
my face, and I gouls see a little pene 


each side.” 


_In the second variation of the dreamer’s 3 
point of view, S was instructed either to 
witness or to participate in the activity. For 


example, S was told, “You will have an ac- 


tive dream of a volleyball match. You may — 
be a participant or an observer.’’ When the - 
‘mask was put on during this dream there 
was no diminution in the recorded tracings — 
of the é@ye-movement potential, although 
_ a diminution had been observed on all pre-— 
vious occasions. Those observing immedi-_ 
ately decided that the hypnotist should s 
tell S, “You will now repeat the same dream. 
but you will only be an observer.” The hyp-- 
notist was signaled, returned to S with th 
new suggestion, and S’s second hypnotic 
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EYE MOVEMENTS IN HYPNOTI r CALL ‘Y INDUCED DREAMS 


{ream commenced. This time when the 
iypnotist suggested that the mask would 


over the face, the result was a complete 


_ cessation of all eye movements. Later, upon 
-elease from amnesia, S was asked, “Do 
- you remember any dreams?,” and she re- 
- sponded, “Yes, I had two dreams. In the 
- Grst one I was in a good volleyball game. 


it was very exciting. When you put the. 


ask on I was afraid‘the ball was going to 
- some down on my head and so I looked 
- around whenever I heard it bounce. It was 
- quite a hassle. In the second dream, I was 
- just watching the game.” In these examples 
_ the procedures allowed immediate recording 
_ of events and immediate manipulation of 
variables during a single hypnotic session. 


SBEEP AND POST-HYPNOTICALLY SUGGESTED 
this kind of use of 
nosis we observed differences between nat- 
ural sleep and hypnotically suggested sleep, 
and between these and the trance state. 
also saw differences between the EEGs of 
dreams of “every night” sleep and the 
EEGs of hypnotically-induced dreaming. 


| - Apparently, when trance states are induced 


_ with the suggestion of sleeping, S hears this 
as “like sleeping,” and stays alert and re- 
-sponsive to the events whick unfold during 
the hypnosis, and the EEG accordingly 
_ shows wakefulness. Trance states can nei- 
_ ther psychologically nor physiologically be 
directly equated with naturally — 

sleep. 

During one it was demented to S 

that she go into a deep natural sleep 15 
minutes after the trance. The EEG record 

indicated deep sleep for two hours, but the 
_ expected appearance of a period of conju- 
gate eye movements and associated light- 
ened sleep did not oceur, although such pe- 
| rods do characterize normal sleep. Possibly 

_‘ suggested sleep” differs from normal sleep, 
though further data will be bien to 

_ establish this difference. 

occurrence of a dream 


click of the déer of the 


65 
was under these circumstances. 
The specific dream was to occur one-half 
hour following. deep sleep; it did not. 
Rather, after S had been deeply asleep for 
two hours, the hypnotist left the recording 


room and walked through a corridor to 


join her in the experimetal room. With the 
ording room, 
which was always heard prior to the hypno- 
tist’s entry into the experimental room, 
the EEG showed arousal and a waking 
rhythm, and within ten seconds rapid con- 
jugate eye movement: appeared, a picture 


_ characteristic of the hypnotic dream of the 


trance state. When within a few seconds . 
the door to S’s room was opened, the eye 
record shifted to a normal recording of the 
awakening state. S reported that she had 
just begun to dream,~and was awakened by 
the hypnotist’s entry. The recordings indi- 
cate that she was actually “electrically 
awake” during the dream. 


DISCUSSION 


~The used in this study ‘provide 
for the immediate and simultaneous nota- 
tion of S’s behavior, the hypnotic instruc- 
tion and the EEG tracings: Immediate | 
knowledge of the results and the hypnotist’s 
ability to resume contact with the subject 
make the procedure flexible and immedi- 
ately sensitive to the needs of the experi- 
ment. 

In the relationship between “sleeping” and 
“hypnotic” dreams, it is clear that dreaming 


during a hypnotic trance, dreaming during 


sleep as a post-hypnotic task, and dreaming 
during natural sleep share certain charac- 
teristics with respect to the phenomenal ex- 
perience and to ocular movements, and dif- 
fer with respect to the EEG. Natural dreams 
have the EEG of light sleep; trance and 
post-hypnotic dreams have an essentially 


' waking EEG. Earlier experiments in this 


laboratory (8) indicated that the perform- 
ance of all post-hypnotically suggested acts - 
(whether motor acts or dreams) which were 
to occur during a natural nocturnal sleep 
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was accompanied be a return of the S td 
his trance state, as defined by his EEG pat- 
. The difference in the mental states in 
which the two types of dreams occur leads 
one to suspect that the organization or con- 
tent of the dreams might differ, and evi- 
dence for this has been documented (9, 12). 
- Both states, however, seem to yield the 
same phenomenal experience of dreaming: 
though Ss can differentiate the state in 


which the dreaming occurs, our Ss do. not 


spontaneously differentiate the dreams 
which occur in a trance or sleep state. Fur- 
thermore, hypnotically-induced dreams of- 


ten seem.to involve traditional elements 


of dream work, as seen most clearly in the 
finding of day residue in recovered post- 
hypnotically suggested dreams. It is as- 
sumed here, then, that these differences in 
the EEG reflect differences in special states 
of consciousness and in the conditions which 


induce such states, rather than differences . 


in the essential nature of dreaming. To elu- 
cidate differences between dreams dreamed 
in various states of consciousness, the psy- 
chologic structure of the dreams and of the 
states, and interactions between em, 
should be studied (vide infra). 
_. The results of this leepecianent: agree with 
those of Dement: eye movements similar to 
those of the waking state occurred during 
hypnotic dreams, and the frequency and 
amplitude of these movements were related 
to the amount of activity in the dream. It 
was difficult for this S to eliminate all eye 
movement when presented with a visual 
-seene in her dream, even when fixation was 
directly suggested. S seemed to have a 
strong need to orient herself within the per- 
ceptual field; she used sound as a cue to 
place and identify activities when looking 
was prohibited. The feeling of uneasiness 
she reported when she was instructed to 
have motionless dreams with no eye move- 
ment may stem from the implicit prohibi- 
tion against orienting—even static scenes 
seemed naturally to compel some 


‘and orienting. She seemed to wish to scar 


the field, and this she could not do without 
moving her eyes: that is, she could not 
simply shift the dream scene in front of her 
eyes to explore the visual field of the dream. 
S also asserted that, when told to have ar 
active dream with no eye movement, she 
tried to but could not without letting her 


eyes move. 


This relationship between visual 


- tion to the field of view and eye movements — 


was apparent in several variations of the 
experiment. When a mask was placed over 
S’s eyes (by suggestion), no eye movement 


was seen, though the activity of the dream 


(for example, a Ping-pong game) continued. 


When she believed she could glance around 


the sides of the mask, some eye movement 
occurred. The clearest example of the move- 
ment’s being an orienting response of the 
eyes to the total dream situation (and not 


just to the visual field) was that of the 
dreamer’s being in the midst of a volleyball 


game, with a mask over her face. Trying to 
avoid the ball, she showed strong eye move- 


ment, her eyes probably turning to the per- | 
ceived source of the noise. It is interesting 


that this response of the eye (presumably to 
sound) occurred, inasmuch as actual body 
movement is said to be absent or minimal 
during an episode in a dream of normal 
sleep (7). 


These findings substantiate 
idea that eye movements are ‘“‘a specific ex- 
_ pression of the visual experience of dream- 
ing” (5, p. 339). We might say that what- 


ever eye movements would be expected in 


the waking state with such an experience 


probably appear in dreams. As such, the 


active participation of the dreamer is not 
‘required for active eye movement—as in. 
the dream of viewing the tennis match on 
TV, or in Dement’s transcript of the dream- 
er’s watching people throwing tomatoes at 
one another (5). Prediction, then, of the 
-dreamer’s activity and participation in the 
dream solely on the basis of eye movement 
would be subject to error in those ‘sian 
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which a “nassively” watches a 
— requiring a great deal of scanning 


oti for some of the error by Dement and 
‘Yolpert (7), who misjudged 34 per cent of 


ihe dreams which had a great deal of eye 
: ovement as involving participation by the 


-creamers. (Their transcripts showed them 


io be “passive.”) They misjudged 11 


per cent of the dreams with “passive” eye 
movement records. If one broadens the def-_ 


_ inition of activity.-it may be that eye move-, 


raents do correlate more precisely with an 


“active attitude” of the subject, in the sense 


either of his own participation or of his 


ability to create, “project” or tolerate a 


great deal of movement in his dream scene. 


The several lines of evidence presented 


here point to the intrinsic relationship be- 
tween eye movements and dreams, and so 
substantiate the correlation between the two 


that was found by various investigators. 


The difficulty in producing dreams with no 
eye movement-casts doubt on the occurrence 
of any but the most unusual dreams when 
no eye movement is observed. Investigation 
of the visual vividness of a dream and of 


psychologic factors determining a dimen- 


sion of intensity in dreaming might further 


delineate the issue. 


The use of hypnosis in studies of dream- 


ing can provide an opportunity to investi- 


Dement has proposed that a certain amount ae 


gate a number of problems in further detail. 


of dreaming may be essential to health. He 
_ observed that there is a regular pattern and 
_ duration of dreaming characteristic for each 


_ individual, and that there is a marked in- 


‘ crease in dreaming following dream depri- 
_ vation. It should be possible to determine 


whether dreaming during a state of sleep 
- could be suppressed by direct hypnotic sug- 
gestion, or whether normal patterns of noc- 
_ turnal dreaming are altered by “satiating” 
subject. with trance-state dreaming. The 


‘mount of eye movement which appears 


uring dreams of the sleeping and trance © 
in § should also be Such 


investigations would further define the re- 


_lationships among the various kinds of 
: following by the eyes. This might ac- 


dreaming. 
SUMMARY 

The relationships between EEG patterns, 
eye movements and type of activity in the 
dream were investigated in dreams occur- 
ring in a hypnotic trance and in normal 
sleep through post-hypnotic suggestion. 

The EEGs of both trance and post-hyp- 
notically suggested dreams represented the 


essential pattern of the waking state. ee 
The positive relation between amount of 


eye movement and activity in the hypnotic 


dream agrees with the results of Dement 
and others. In addition, by suggesting sev- 
eral variations in the dreamer’ ’s relation to 
her, dream, the experimenters obtained 
further evidence that eye movements rep- 
resent necessary oculomotor adjustments to 
the situation presented by the dream. 

The use of hypnosis in the study of 
dreaming offers the possibility of controlling 


the amount of eye movement and the con- 


tent of the dream, and is a particularly 
flexible method, sensitive to the immediate 
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| “AN EXPERIMENTAL / ANALYSIS OF THE HALLUCINATORY- 


DELUSIONAL, OF 


JUAN MARCONI, MD.; YUDELEVICH, Pu D. 
LILIANA | MUNOZ, Pu D. 


INTRODUCTION 
of a personality dimension—“cyclothymia- 
sehizothymia”’ 


: sis. On the basis of this hypothesized dimen- 
_ sion, which assumes a continuity between 
_ the “normal and psychotic’’ mental states, 


Eysenck (2) experimentally demonstrated 
the existence of a “normal-psychotie” con- | 
-tinuum or “factor of psychoticism.” This’ 
faetor is completely independent of the 


“neuroticism” dimension. The tests used by 

Eysenck were for the most part selected 
- empirically, with a view to discriminating, 
_at a purely operational level, between the 


groups studied (100 normal persons, 50 
- schizophrenic patients and 50 manic-depres- ~ 
_ sive patients). But a few dissociation tests, . 
chosen from among those previously used by | 


: _ Kretschmer, were included in the battery to 
prove the latter’s hypothesis that schizo- 


_ phrenies have a greater capacity for disso- | 


ciation (a hypothesis at the root of his 
theory of the “cyclothymia-schizothymia” 


_ dimension). The existence of this dimension 


was not demonstrated in Eysenck’s investi- 
gation. 
_ The empirically determined structural 
_ differences between psychotic patients and 
_ clinically normal people which underlie the 


La Pas Santiago, Chile 


—the extremes of which are 
schizophrenia and manic-depressive psycho- 


psychoticism factor seem to us remote from 
_ the criteria commonly used in the clinic to 
Aitinguish between the two groups. For in- 
_stanee, Eysenck demonstrates that psy- 
-shoties have a lower score in such tests as 
continuous addition, mirror draw- 
ng, reversal of perspectives, 


Department of Paychintry, Univ Universi Chile, 


| and memory, as well as a to make 


fT ( 5) pointed out the pore - more ample expressive movements and to 


overestimate distances. This does not help 
us to form any satisfactory hypothesis as to 
the more specific differences between psy- 
chotics and non-psychotics, since it is highly | 


_ probable, for instance, that the performance 
_ of patients with a psycho-organic syndrome 


would also be below normal in the same 
Subsequently, Eysenck et al. (3) applied 
an extensive battery of simple and complex 
perceptual tests that were useful for pur- 
poses of “military, industrial and educa- 
tional selection, and more particularly in 
potential neurotics and psychot- 
’ The simple tests were again applied 
pootihiers to discriminate between non- 
psychotics and psychotics, while the use of 
the complex ones was based on the hypothe- 
sis (taken from German literature on the 


subject) that abnormal groups, whether 
‘neurotic or psychotic, have a more “ana- 


lytical” or “disintegrated” attitude. We find 


this hypothesis too general to permit further 


progress to be made in the structural analy- 
sis of psychosis. The study in question is 


particularly important for our work because 


it uses six of the tests applied by us (Street, 
Dotted Outlines, Gottschaldt’s Figures, 


‘Cube Design and the Miiller-Lyer and 
Sanders tests). The authors conclude with — 


an appeal for an intrinsic improvement in 


the quality of the tests employed, but add: 


“More urgent however, than improving 


along psychometric lines the practical diag- 


nostic possibilities of these tests is the de- 
velopment of theoretical models of mental 
‘abnormality to explain the observed phe-- 
nomena.” 
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mental study of the structural differences 
between normal persons and psychotics 
should be both a clinical and an experi- 


mental study.of the mental functions af- 
fected in the simplest of the psychoses— 


paranoia—in which only structural changes 
in judgment occur, as manifested by delu- 
sions. The next steps would be an analysis 
of the hallucinatory-delusional type of psy- 
chosis, and then of the schizophrenic type, 
in which delusional, hallucinatory. and dis- 
gregatory disturbances are combined with 
definite thought aberrations. In practice, 
however, cases of pure paranoia are so rare 


that we had to begin our experimental anal- 


ysis by studying the hallucinatory-delu- 
sional reaction type. 

In its purest form, this reaction is repre- 
sented clinically by paraphrenia and the 
alcoholic hallucinosis syndrome, the evolu- 
tions of which are chronic and acute, re- 
spectively. In these two syndromes, there 
are hallucinations and delusions without 
other, deep-rooted personality dysfunctions. 
Moreover, in a group of factorial studies on 
descriptive aspects of functional psychoses, 
one outstanding factor, characterized by the 
presence of delusions and various types of 
hallucinations, was constantly being en- 
countered by Moore (7), Thurstone (9), 
Wittenborn et al. (13-15),. Degan (1) 
Guertin (4). 

This paper reports a preliminary experi- 
mental analysis of the possible psychologic 
functions implicit in the hallucinatory-de- 
lusional reaction type. An endeavor was 
made to study structural psychologic dif- 
ferences in a group of patients suffering 
from a hallucinatory-delusional psychosis 
in the active phase, and to compare that 
group with a clinically normal control 
group. The experimental group consisted of 
paraphrenic patients. | 

The following aspects will be explored: 

Visual perception on the basis of certain 
hypothetic differences between normal per- 


sons and psychotics suffering from hally- 


a 


cinations in re configura - 
tional and illusory factors of perception. 


_ Greater prevalence of a paranoid attitud: 
in psychotic persons. Granted that these pa- 


tients have delusional ideas of a paranoid 


type, an attempt was made to objectify mis 


attitude ny means of special tests. 
| MATERIAL AND METHOD 
SUBJECTS | 
Characteristics of the experimental 
group: The group consisted of 20 patients 
with a diagnosis of paraphrenia but no or- 


ganic cerebral symptoms. Their maximal 


age was 65, they had normal visual acuity 
and color perception, their schooling ranged 
from the first year of primary studies to 
the fourth year of secondary school, and 
their social status was that of either the 


working or middle class. Their average age 


was 53.2 years and their average I.Q., 89.3. 


‘Nearly all had been hospitalized in the Hos- 
pital Psiquidtrico or the Clinica Psiquiad- 


trica Universitaria at Santiago, for an aver- 
age of 13.9 years. — 

- Characteristics of the control group: This 
group consisted of 20 persons whose his- 


tories revealed no psychotic episodes or or- 


ganic symptomatology. The other charac- 


teristics (maximal age, visual acuity, etc.) 


resembled those of the experimental group. 


The average age was 51.85 years; the aver- 


age 1.Q., 90.1. 

The siceactoctelicl of both groups are 
summarized in Table 1. The groups were 
equivalent as to number, sex, schooling, 
vision and social status. The slight dispari- 


‘TESTS APPLIED 


Tests of visual perception, 


| Factorial Study of Perception, by Thur- 


stone (10). The tests selected relate to fac- 


tors A, B and E as described by — 


and represent: 
A. of con 


ties in age and 1.Q. are considered por- 
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HALLUCINATORY-DELUSIONAL REACTION | 71 
TABLE 
Characteristics of Groups 
Group N Sex | Vision 
| m | | Minimum | Maximum’ | m | « | 
Control = || F 51.85 | 6.86 | I Primary | IV Sec. | 90.10 | 16.94 | Normal 
Peychotic | 2 | F 6.39 | I Primary | IV Sec. | 89.25 | 14.42 | Normal. 


B. Intensity of the illusory ‘Seibel ‘which corresponds to design #17 in Koh’s 


of geometric figures. | tests; the test thus consists of two demon- 
E. Manipulation of two configurations stration and eight test designs. _ 
«simultaneously or consecutively. _ _ Score: Sum of the times for the last five de- 


_ Factor A: Our working hypothesis was signs. Saturation in Thurstone’s factor A: 
based on the assumption that if a » 
patient was capable of hallucinating, his H idden digits: The test consists of 13 pic- 
real perceptions would be less solid and his — tures projected consecutively on a screen 
hallucinatory perceptions could therefore ‘in a dark room. Since these are microfilm 
be more easily intermingled. Psychotics negatives, they appear on the screen as 
-would have a lower perceptual configura- white on black, representing a series of let- 
_ tion capacity, and their scores in these tests _ ters or numbers traced in dots, which S has 
_ would therefore be lower than those of the to pick out from a haskecound of more 
control group. dots. S must see a configuration in a non- 
Gottschaldt’s figures: The subject is structured design and, to do so, must. recall 
shown a simple figure, such as & cross or the partial shape perceived as he examined 
number, and asked to find it as part of a_ the rest of the picture. Score A: Number of 
_ more complicated figure. S is told that each items with a response time of three seconds 
_ of the simpler figures is reproduced in the or more, including the items missed. Score 
more complicated figure in the same posi- B: Number of items missed: Saturation in — 
_ tion and size as in the example. S must be Thurstone’s factor A: 0.36. 
_ able to remember one or more given figures Street: This is another test in which S 
in order to identify them rapidly in the ‘must build up a perception from an am- 
- more complex figure. Score A: Number of biguous stimulus. The test consists of 23 
_ drawings correctly completed within the al-- pictures projected (black on white) on a 
_ lotted time (two, one, three, four and four screen; they are shown one at a time, and S 
- minutes, respectively, for parts 1 to 5 of the . has to indicate what they represent. There - 
_ test). Score B: Number of drawings cor- j are no irrelevant dots, and all of the ele- 
i rectly executed. per minute of the allotted / ments in the qu are used to form the 
~ time. Saturation in Thurstone’s factor A: figure. Score A: Number of pictures with a 
score A, 0.51; score B, 0.44. | _Tesponse time of three seconds or more, in- 
3 Cube design: S is given a model to be cluding the items missed. Score B: Number 
a "copied with cubes. When arranging the of items missed. Saturation in Thurstone’s 


_ cubes, he has to retain a visual image of the factor A: 0.35. 
_ model. In this test the two Wechsler demon- _— Dotted outlines: This test is composed of 
. stration designs were used, and the seven 16 pictures projected consecutively (black 
‘Thurstone added design. on white). on a screen. Each comprises a 
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series of dots which S ribet use to form a 
letter or number. This test is psychologi- 
cally similar to the Hidden Digits test ex- 
cept that all of the dots are an essential 
part of the shape to be detected. Score A: 
_ Number of items with a response time of 
two seconds or more, including the items 


missed. Score B: Number of items missed. 


Saturation in Thurstone’s factor A: 0.35. 

Factor B: Our hypothesis was that psy- 
chotic persons would havéa greater facility 
for distorting the images and projecting 
subjective aspects onto external perceptual 
reality. (Hallucinations would be an ex- 
treme form of this process.) We assumed 
that their performance in these tests would 
show a greater degree of illusion than that 
of norma! Ss. All of the tests in ‘this group 
are of optical illusion. - 

Miiller-Lyer: The test is administered by 
showing S a battery of 20 cards, each bear- 


ing a Miiller-Lyer illusion design. S is asked _ 


to decide whether the right-hand section is 
longer or shorter than the left-hand in each 


case. The designs are reproduced in the form — 


of photostat negatives (white on black), 
mounted on cards of 17 by 26 cm. The score 
is the number of times the right-hand sec- 
tion is considered to be longer. A low nu- 
merical score points to a relatively greater 
degree of illusion. Saturation 1 in 
factor B: 0.57. 


Sanders: The 15 drawings are reproduced | 
psychotics. are expected to give a better per- 


as photostat negatives (white on black), 


mounted on cards of 17 by 26 cm., shown . 
to S at random. In each case S must decide _ 


whether the oblique line on the right-hand 


side is longer or shorter than the other 


oblique line. The score is the number of 


times S considers the right-hand line to be 
-longer. A low numerical score points to a 


_ relatively greater degree of illusion. Satura- 
tion in Thurstone’s factor B: 0.55. 
Poggendorf: This test is applied in the 
‘same way as the other optical illusion tests. 
The 23 drawings are shown to S on a special 
support, and he must decide in each case 
whether ‘the a line is lower or 


higher than the left-hand line, 


garded as a continuation of the latter. Tle 
score represents the number of ecards with 


respect to which S replied “higher.” A 
seore indicates a ‘high degree of illusion. 


Saturation in Thurstone’s factor B: 0:51. 
Ehrenstein’s square: This test contaizs 


22 drawings reproduced as photostat negs- 


tives (white on black) and mounted on 
cards of 17 by 26 cm. S is asked to say in 
the case of each design whether the right- 
hand line is longer or shorter than the left- 
hand line. The score represents the number 


of times the left-hand line is reported to be’ 


longer. A low score indicates a high degree 


of optical illusion. Saturation in Thur- 


stone’s factor B: 0.31. 

_Titchener’s circles: The test is composed 
of 12 drawings in the form of photostat 
negatives (white on black) and mounted on 


ecards of 17 by 26 cm. S must decide whether 


the central circle on his right hand is larger 
or smaller than the other central circle. The 
score is the number of times the right-hand 
circle is seen as smaller. A high score in this 
test implies a considerable degree of optical 
illusion. Saturation in Thurstone’ 's factor B: 

Factor E: Psychotic faced with 
a given gestalt, form a new one which would 
constitute the hallucinatory image. Since, 


in the two tests that follow, one gestalt has 


to be broken down in order to form another, 


formance than are normal persons... 


Hidden figures: The test consists of two 


trial plates and one test plate in which S$ 
has to find six hidden figures, human or ani- 
mal, without taking into account the figures 


that can be perceived at first glance. Two 


test scores are recorded which differ from 
those suggested by Thursto mar 1) the time 
divided by the number o 


ber of additional figures discovered. 


Form-color memory: The test 
ten pictures projected on a screen in a ah 


‘one at a for 0.04 second. 


figures found | 
(time limit, ten minutes), and 2) the = 
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- ontains four designs of different form and tional capacity in ee psychotic group, al- 
| Ji S must remember as much as he can though the differences between this and the 
 .f each design, with specific reference to normal group did not reach the requisite 
orm and color. A good performance de- level of significance. In the Street test the 
ends upon his ability to. notice colors and psychotic patients showed a qualitative 
_ shapes simultaneously. Score equals Form tendency to select isolated parts of the fig- 
ylus Color. Saturation in Thurstone’ s factor ure rather than to consider the whole con- 
«dt 0.38. - figuration, and to give more replies with 
- Prevalence of a paranoid attitude. Sears's destructive content, e.g., death, accidents. 


(8) questionnaire and a test of perceptual § Conversely, the differences between the 


-ontent specially sai teat to this purpose group means in the case of the Factor B 


were used. _ tests were not significant. In addition, the 


__ Rorschach faces: Number of faces seen in scores of three of the tests (Miiller-Lyer, 
_ the first Rorschach test plate during the ten Ehrenstein and Titchener) differentiate the 


_ minutes allotted (five minutes of spontane- two groups in a way counter to our working 


--ous replies and five minutes after being in- hypothesis. Only one of the scores for Fac- 
- structed to look for faces). Paranoid Ss are tor E (that for Hidden Figures B) con- 
expected to see a larger number of faces firmed the initial postulate that psychotics 
_ than are normal persons. Score: Number of have a greater capacity for manipulating 
- faces observed during a ten-minute presen- two perceptual configurations simultane- 
tation. eo ously or consecutively. Score A for the Hid- 
 Sears’s auto-reference questionnaire: This den Figures test, as well as those: for the 


- consists of 45 questions to which S is in- _ form-color test, flatly contradicts the hy- 


structed to answer Yes or No. If the ques- pothesis, but without, in the case of the lat- - 
_ tion is meaningless for S, or if he finds it too ter, reaching a significant level. 
difficult to answer by a simple negative or | Prevalence of a paranoid attitude: Table 
_ affirmative, he is told to put a question mark 3 gives the results of the two tests used b 
instead. Psychotics are expected to give a measure this attitude. 
_ larger number of auto-reference replies as This table shows that the first test ts colee 
part of their paranoid. attitude. Score: the working hypothesis in that clinically 
Number of auto-reference replies under- normal persons saw more faces in the first 
lined. ae Rorschach test plate than did psychoties. 
_ The second test, on the other hand, bore out 
the assumption that auto-reference is more 
intense in psychotics than in per- 


the control groups. 
Visual Renita are Correlations between the tests a 
significant level of group difference and 


With respect to the hypothesis. liek: intelligence. 


: lated at the beginning of this report (that | Table 4 shows the values of r obtained — 
our psychotics would have a lower percep- for each of the two groups. 
: tual configuration capacity), it appears In the control group, the r values in Gott- 


- from Table 2 that all of the results of the schaldt’s test, score B, and in the Hidden 
% Gottschaldt and Street tests, and score B Figures test, score B, are statistically sig- 
2 of the Hidden Figures test, support the hy- nificant. In the experimental group, the. 
. pothesis. The other scores corresponding to tests in which r reached a significant evel 
3 actor A also point to a lower seatene are Gottschaldt’s aigures, score A, and Hid- 
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he Meas of te Two Groupe in ihe Poranoid Attitude Teste 


TABLE 
Difference Between Means ofthe Two in the Tests 
Control Psychotic t 
3 | | M @ ¢ 
Intensity of perceptual configuration: Factor A | 
1) Gottschaldt’s figures 7 
_ 2) Cube design............ 4.50] 4.20]. 3.60} 4.41] 0.66 
9.05} 2.01} 9.75]. 1.44] 1.27 N.S. 
ES 4.55| 1.20} 5.80] 1.66] 2.72 0.05 
4) Street 
19.20; 1.96] 21.50; 1.62| 4.04 0.001. 
5) Dotted outlines 
12.70} 2.28] 13.60] 1.59| 1.41 N.S 
4.80| 2.91| 5.40] 2.70] 0.67 N.S 
Intensity of the deformation of geo- | 
13.15 | 2.88| 12.05| 2.59] 1.56 | NS. 
8) 15.50) 3.85| 17.75| 3.87] 1.27 | NS. 
9) Ehrenstein’s square............... 12.40| 2.45] 13.35] 1.27| 1.53 | NS 
10) Titchener’s circles... 10.85 | 2.53] 9.55] 2.82} 1.52 |. NS 
Manipulation of two configurations anita: | 
ously or consecutively: Factor E ~ | 
48.40 | 50.75 | 170.89 | 123.56} 4.10 | 0.001 
1.30] 2.66| 4.05] 3.40] 2.86 | 0.01 
12. Form-color 40.15| 5.61| 35.70| 10.70| 1.77 
TABLE 3 
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Between the Tests Reaching a Signift- 
cant Level of Group Difference and Intelligence — 
group 


Control 
Test 


: 
AL 


* 


Street: Score A............. .| —0.33 
“Street: Seore B. 
Hidden figures: Score | 
- Hidden figures: Score B...... —0.44* | — 


| 


Auto-reference questionnaire. | 
Rorschach plate #1.........| 


*p < 0.01. 


Digits, score Tn the 
the regression is linear. 

_ DISCUSSION 

VISUAL PERCEPTION 

Factor A: Intensity of 

configuration: Three of the five tests used 
_ to measure this factor showed a significant 
“difference between the two groups, thus 
‘supporting the hypothesis. The results 
‘showed that the experimental group’s per- 
formance was inferior to that of the control 
group. As was assumed in the hypothesis, 
the paraphrenics gave a larger number of 
incorrect replies, and were slower to iden- 
tify an incomplete sensory than 
were normal Ss. 


Contrary to the vail obtained by Ey- 


 senek et al. (3) working with. groups of 20 


neurotic subjects, 20 psychotics and 106 


_ controls, in our investigation the Cube De- 
sign test failed to reveal any significant 


_ difference. Nor did the Dotted Outlines test . 


_ Teach a significant level, the result in this 
2 case coinciding with that noted by Eysenck. 
The Street test was the most effective in re- 
ay nesting a significant difference, reaching 
2 level of 0.001 in the two scores made; this 


oineides with the considerable saturation 


cf the Street test in Thurstone’s factor A, 


& 
| o 
SESERSES 


significant difference was detectable among 
the three groups). Gottschaldt’s test, which 
has a saturation of 0.51 in Thurstone’s fac- 
tor A, yielded no significant differences in 
the spiventlicatiai made by Eysenck et al. 


’ In the present study, score A obtained a sig- 


nificant difference at the level of 0.001, and 
score B at 0.01. The disparities between 
these findings and those of Eysenck et al. 
may be explained by the fact that they 
worked with psychotics of all kinds, proba- 
bly including manie-depressives, who do not 


_ usually suffer from sensory-perceptive dis- 
turbances. The significance of our findings 
may derive from the fact that persistent 


hallucinations were clinically” in 
every patient. 
Factor B: Intensity of the illusory de- 


_ formation of geometric figures: The hypo- 


thetic assumption that psychotic Ss would 
have a greater illusory capacity, which 
would be at the root of their sensory-per- 
-ceptive disturbances, was not confirmed. 
The five tests used to measure this factor 


failed to detect any significant differences. 


In this respect, it should be pointed out 
that Eysenck et al. (3) formulated a con- 
trary hypothesis. On the assumption that 
‘normal persons would have a tendency to 
integrate and synthesize, whereas psychotics 
would prefer to analyze, they expected the 
former to show a greater illusory capacity, 
since illusion involves integration in the 
sense that the part distorted must be inte- 


grated with the rest of the figures. They 


aused the Miiller-Lyer and Sanders tests, 
and obtained a significant difference at the 
level of 0.01 with the former; the Sanders 


test, on the other hand, revealed no differ- 


ence between the groups. Their results do 
not agree with those obtained by Wachter 
(12) in relation to the higher degree of illu- 
sion in psychotics ‘as compared to clinically 
normal persons in sine the Miller-Lyer and 
the Sanders tests. 


- Factor E: M anipulation of two configura- - 


- tions simultaneously or consecutively: Of 


d no the tests used to measure this the 
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_ only one to reach a significant level was the 
Hidden Figures test. Score A contradicted 
the hypothesis: contrary to expectations, 
the control group found more hidden figures 
_ than did the psychotic group. This might be 
because the discovery of figures requires the 
formation of configurations not immediately 
apparent in the stimulus. From the-results 
obtained by other tests included in the 
battery (Hidden. Digits, Street, Gott- 
schaldt’s Figures) , it is clear that psychotics 
find it difficult to build perceptual figures 
of good form quality from a few elements. 
In the course of the Street test, psychotic Ss 
were seen to show a qualitative and fairly 
marked tendency to disregard the overall 
configuration, and instead to choose isolated 
parts of the figure projected on the screen. 
When there is an exigency in the stimulus 


presented (in the present case, the obliga- . 


tion that S find certain figures in a given 
design), psychotics have much greater dif- 


ficulty. When the material leaves greater 


scope for initiative, psychotics appear to 
have a greater facility than do normal Ss 
for discovering figures. In general, our psy- 
_ chotic group would seem to have been more 
productive when the test involved the for- 
mation of perceptual images based on non- 
specific stimuli and did not call for a spe- 
_ cific performance. This is corroborated by 
the greater number of supplementary fig- 
ures of poor form quality pointed out in the 
Hidden Figures test. 
GREATER PREVALENCE OF 
Results obtained from Sears’s auto-refer- 
ence questionnaire fully confirm the clinical 
findings with respect to the increase of auto- 
reference in paranoid patients. — 


The first Rorschach’s test plate was 


chosen for our investigation because of the 
_ variety of clear to dark shades that it pre- 
sents, and because the figures cut out along 
the margin are most effective in stimulating 
face replies. Nonetheless, the results contra- 
dict all of the affirmations made in clinical 

studies on paranoid patients who have 


taken this test, since, contrary to our hy ; 
pothesis, Ss in the control group hoted man” 
more faces than did those in the experi - 


mental group. 


results bear out the obsétvation that 


normal persons have a more intense power 


of perceptual configuration than do psy- 
choties, because they can more easily forri 
visual perceptions when they have a few 
elements of reference at their disposal with 
which to build up the whole configuration. 
The results also corroborate the observation 


that normal Ss detect more hidden figures 


than do psychotic Ss. 


‘ CORRELATIONS BETWEEN THE nave REACHING 


A SIGNIFICANT LEVEL OF GROUP DIFFER- 
ENCE AND INTELLIGENCE _ | 

Most of the correlations ih both the con-- 

trol and the experimental group failed to 


reach a significant level. 
In Gottschaldt’s test, which ealls for the 


use of spatial ability, a high correlation with 


measured intelligence was expected. The 
same situation is confirmed by the high 
negative correlation with score B of the 
Hidden Figures test, since additional fig- 
ures have & poor form 


GENERAL COMMENTS 


Our results cannot ‘easily be 
within a comprehensive structural hypothe- 
sis on psychosis that would cover both the 
level of perception and the- paranoid atti- 
tude. We should like, however, to make 
some observations in this respect, since ex- 


‘periments recently carried out by the senior 


author of degrees of psychoticism and the 
threshold of appearance of psychosis in- 
duced by LSD-25 have led to the formula- 
tion of a provisional concept of psychosis. 
(6) which contains a general structural hy- 


pothesis. In short, psychosis is conceived as 


a splitting of the criterion of reality-testing; : 
in it coexist the normal criterion of reality - 
testing and one or more of the three pathc- 
logic criteria: delusional, hallucinatory and 


disgregatory. In paranoia, the delusion: 1 
criterion would be present; in 
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under 
‘ion, which ‘Show that the deprivation of. 
Ro — patterns is the factor most con- 
_lueive to the of hallucinations 

bee 


hp? delusional and the hallucinatory ; 


schizophrenia, the disgregatory and one or 


_ oth of the other criteria. Although the 
‘hree types of pathologic assessment of re- 
_ ality have in common the structural charac- 
- ‘eristic of permitting the affirmation of the 


existence of a stimulus without sufficient 


. ovidence i in the opinion of the cultural ref- 


erence group to which the psychotic be- 


tongs, the psychologic material on which. 
_ the evidence is based is totally different if, 
_ for instance, the hallucinatory criterion of 
_ reality is compared with the delusional cri- 
terion of reality. In the present paper we 
have not evaluated the quality of the reality 
_ judgment of our psychotic group, but have 
advanced various hypotheses on the struc- 
ture of the perceptual material used by the 
psychotic, This material is structurally 
quite different from that underlying the. 
_ delusional criterion of reality, and therefore 
in this paper the perceptual aspects and 
_ the paranoid attitude cannot be integrated | 
at the theoretical level. We shall not make 
any further comments on the paranoid atti- 
_ tude, since its greater intensity in our para- 
_ phrenies, revealed through a questionnaire 
with an auto-reference content, simply pro- 
o vides experimental proof of the existence of 
said content in of a paranoid 


- On the contrary, an effort should be made 


_ to unify the theoretical interpretations of 
the results obtained with respect. to per- 
_ ceptual factors. If we return to the idea 
_ that the hallucinatory criterion of reality- 
' testing is coexistent in psychosis with the 
aS _ normal perceptual criterion, the fact that 
our psychotic group had a reduced con- 


figurational capacity in; relation to real 
__ perceptual stimuli (Factor A) would permit 


| . the emergence of a new and inadequate cri- 
__ terion of perceptual reality. These results — 
ane the experimental find- 


ditions of sensory depriva- 


‘This in psychotics to produce 


‘new perceptual configurations on the basis 
of evidence which the experimenter cannot 


accept as sufficient may be observed from 
the selection of isolated parts of the stimuli 
in the Street test for the construction of a 
reply. It may also be observed from the 
many additional hidden figures of very poor — 


form quality perceived by the patients in 


the first Factor E test. The results of the 
three scores for this factor, as well as those 


for Factor A, suggest a working hypothesis 


for future research—to the effect that psy- 
chotics suffering from hallucinations have — 


a@ greater capacity for handling two per- 


ceptual configurations simultaneously or — 
consecutively, always provided one of the 
configurations is based on insufficient form 
evidence as expected of a pathologic cri- 
terion of reality-testing, aceompanied by a 
weakened perception of normal configura- 
tions (of good form quality). 
Moreover, the negative results of the op- 
tical illusion tests (Factor B) might be as- 
eribed to the fact that these tests do not 
bring into play the intensity of the per- 
ceptual configuration of normal stimuli, and 


that there is no opportunity to create addi- 
tional configurations of a poor perceptual 


structure. The results obtained by Wachter 


(12) may: be due to the inclusion of manic- 
depressive patients in his clinical material. 


According to our concept of psychosis (6), — 


‘manic-depressive disease should not be re- _ 


garded as a psychosis from a structural 
psychologic standpoint. It has, however, 
been Glassified as such on the basis of a 
behavioral point of view or of an analysis 
of mental content. Both criteria, in our 
opinion, are obstacles to further progress 
in the formulation of general structural 


__ The purpose of this study was to make an 
experimental analysis of one of the com- 
ponents of the psychoticism factor: the 
hallucinatory-delusional reaction type. An 
attempt was made to study the structural 


j 
theories on the psychotic phenomenon. : 
7 
Vege 


a group: of 
subjects suffering from hallucinatory-de- 
lusional psychosis in the active phase and a 
clinically normal control group. 
The two aspects investigated were: _ 
Visual perception (tests taken from 


‘Thurstone’s A Factorial of 


tion): 

Factor A: Intensity of the perceptual 

configuration. 
Intensity of the illusory de- 
formation of géometric fig- 
Manipulation of two config- 
urations simultaneously or 
successively. 

‘Greater eee of the paranoid atti- 
tude: 

_ The test battery was given to an experi- 

mental group of 20 patients with a diagnosis 
of paraphrenia, and to a control group of 
20 normal persons. 

In the perceptual tests the results show 
that~ psychotics have a lower perceptual 
configuration capacity and a greater facility 
for manipulating two configurations (Fac- 
tors A and E). But for the latter charac- 
teristic to appear, the tests should contain 
perceptual material from which configura- 


Factor B: 


Factor E: 


tions not foreseen by the examiner may be 


constructed. 

The optical-illusion tests did not. veven! 
any significant differences between psychot- 
ics and normal persons. The greater in- 
tensity of the paranoid attitude in the psy- 
chotic group was confirmed by means i 
an auto-reference questionnaire. 

The results were discussed with a view 
to their possible integration within a gen- 
eral structural theory of psychosis. = 

As a working hypothesis for future in- 
vestigation, the findings suggest that psy- 
chotics suffering from hallucinations have 


_& greater capacity for handling two per- | 


configurations simultaneously 


consecutively (always provided one of thes. , 


configurations is based on insufficient for. 


mal evidence), whereas their perception o. 


normal configurations (of form 
ity) is weakened. 
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 *Now at Purdue University. 


"(THE ROLE OF CONTEXTUAL CONSTRAINT IN THE LEARNING 
OF LANGUAGE SAMPLES IN SCRAOEREIEA | 


PETER M. LEWINSOHN, ‘PaD? AND » DAVID L. ELWOOD, M.A; 


This study was designed to test the hy-— 
 othesis that the disturbance of language in 


: he schizophrenic stems from a lack of ac- 


- quisition of the contextual constraints, or 


ussociational interdependencies, of lan- 
guage. Specifically, it is postulated that 


_ these interdependencies are not so firmly 
established in schizophrenics as in non-. 


schizophrenics. This would in turn be ex- 
pected to make language samples of high 
- contextual constraint less redundant, hence 
- more difficult for schizophrenics to learn. 
_ The hypothesis _ to the following pre- 
dietion: 

Increasing the contextual constraint of 
_ language samples so that they increasingly 
approximate the structure of the English 
language will facilitate learning in non- 
_ schizophrenics more than in schizophrenics. 


eS Subjects: Four groups of 20 subjects each 
were studied. Group 1 was made up of acute 


schizophrenic patients who had recently 
_ been admitted to an acute psychiatric treat- 
_ ment hospital. Group 2 consisted of chronic 
_ schizophrenics from a State hospital. Group 
3 was a non-schizophrenic psychiatric group 
_ selected from the same hospital as Group 1. 
- All of the patients in this group had been 


_ diagnosed as having affective disorders or 


_ psychoneurotic reactions. Group 4 was se- 
- leeted from a group of general medical pa- 


tients convalescing prior to discharge from. 
3 - _ the hospital. All patients suspected of being 


LaRue D. Carter Memorial Hospital, Indian- 
_ spolis, Indiana. The authors wish to express their 
appreciation to-Dr. Wemer Kuhn and Dr. Robert 
_ Wagoner, of the Central State Hospital and the 


| List 4, the subject was presented 
words and asked to make a sentence. The 
procedure was repeated for subsequent lists 
by increasing the number of words given to 
the subject. List 8 was an ordinary text 
statement. Thus the lists differ as to the 
degree to which a word on a list depends 
upon the occurrence of the preceding words, 


mentally retarded or of having brain dam- 
age were excluded. 

_ Language tasks: Miller and Selfridge (1) 
have devised a method of varying the con- 
textual constraint of language samples ex- 
perimentally. They constructed their first 
list by selecting words at random from the 
Thorndike-Lorge dictionary. Words in this 
list follow each other completely by chance, 
and this list is labeled “zero order of ap- 
proximation” to the English language. List - 
2 was a random selection of words that oe- 
eur frequently. List 3 was constructed by | 
presenting a subject with a word and asking 
him to make a sentence with that word. The 
first word used by the subject was then 


used as the next word on the list, and-also 


became the stimulus word for the next sub- - 
ject. This procedure was fol! 
list of 20 words had been cons 


1.€., a8 to the degree it approximates the 


structure of the English language in regard 


to contextual constraint. Eight lists of 20 
words from the study by Miller and Self- 
ridge (1) were used in the present study.® 
All lists, including the instructions, had been 
tape-recorded and were played to the sub- 
jects, one at a time, in ascending order of 


lists, with instructions to recall as many 
words of each list as possible. A subject’s 


Veterans Administration Hospital, 


Stor their help in this project. 


| 


*A mimeographed copy of the word list will be 


furaished upon request. 


3 
> 
i 
j 
l. 
| [ 
j 
METHOD 
A 
| 

SS 


score is the total number of words correctly _ 
regardless of order of 


RESULTS 
Figure 1 shows the average number of 


ead recalled on the word lists by the four. 


groups. Lists 4 and 6 were excluded from 


-all caktulations because all groups showed 


a relative decrease on these. 

The absolute level of performance of the 
groups on the lists: As can be seen in Figure 
1, the performance of the acute schizo- 
phrenics was very similar to that of the two 


control groups (3 and 4) on all lists. An 


analysis of variance failed to show a signifi- 
cant difference between these groups. 


TABLE 
Mean Increase in Sander of Words Recalled from 
One List to the Nezt for All Groups 
| 
“Mean | 1.79 | 1:01 | 1:84 |. 1.52 
SD | 4.41 | 2.94 | 3:21 | 3.50 
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Fre. 1. Scores on the word lists for all groups. | 


ever, consistently scored tower on ‘all fists 
than did the other groups. An analysis of | 


variance produced an F ratio of 25.8 for 
this difference, which is significant at the 
.001 level of confidence. | | 

Since the groups were not matched on 
intelligence, and WAIS Vocabulary scores 
were available for all Ss, the correlation 
between the vocabulary test anid the total 
number of words recalled on all lists for all 
Ss was computed. The correlation between 
these two variables was .76. To determine 
whether the difference between the chronic 
schizophrenic group and the other groups 
was a function of the difference between 


their respective vocabulary scores, 12 
chronic schizophrenics were matched on the — 


vocabulary tests with 12 Ss from Group 4. 


| The t for the difference between the means 


of the matched is 625, is pel 
significant. 

by the groups as a filtiction of contextucl 
constraint: For the main test of the hy- 
pothesis, we were interested in comparin g 
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_.roup showed from ‘one list to the next; 


ence, difference scores were computed for 


: ll subjects by subtracting the score for 
_ . ach list from the score on the list that fol- 


ywed it. The average difference between 


_ gts for all groups is shown in Table 1. An 
.nalysis of variance of the difference scores 
_ -howed the difference between groups to 
_ |e significant at the .01 level of confidence 
_ F = 44). Analysis of the separate group 


yaeans showed this difference to be due to 


chronic schizophrenic group. The dif- 
-terence between the acute schizophrenics 
_ and the control groups is not significant. 


Since the groups had not been matched as 


; to intelligence, the correlation between the 
_ difference scores for the word lists and the 


- Vocabulary scores was determined for all 


_ groups. These correlations were found to be 
_ significant for all groups, and the correla- 


tion was especially high 
schizophrenics (r = .63). 


or the chronic 
ce, mean dif- 


“ference scores for the 12 chronic schizo- 
_ phrenics and the 12. control subjects (Group 


4) who had been matched for vocabulary 
were determined; these were found to be | 
1.17 for the schizophreni¢s and 1.25 
for the controls. 


The difference between 
these means is not significant. | 


DISCUSSION AND CONCLUSIONS | 
‘This study was designed to test the hy- 


that schizophrenics do not share 
the shared acoociational ex- 


t 
} 
$24 
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constraint, 
-(WAIS). Performance on these three tasks 
was found to be highly intercorrelated. 
When chronic schizophrenics were matched 
with control subjects on the Vocabulary 
test, the differences between the chronic 
schizophrenics and the control Ss disap- 
‘peared. 
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pectancies of language, and so will show 
less improvement as a function of increas- 
ing the contextual constraint of language 
samples. | 

The results of the acute schizophrenic 
group were indistinguishable from those of 
the control group. It is therefore suggested 


that acute schizophrenics retain the cul- 


turally shared associational expectancies of 


language, and that this factor cannot be 
responsible for the disturbance in language 


observed in these patients. 
The chronic schizophrenics performed 


Jess well than did the other groups with re- 


spect to the absolute number of words re- 
called, the amount of improvement in re- 
call for the lists with increasing contextual 
and the Vocabulary _ test 


The findings suggest the presence of an 


overall impairment factor in chronic schizo- 
phrenia which extends to all verbal per- 
| formance measures used in this —. 
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Rapaport, Daviv. The Structure of Psy- 
choanalytic Theory: A Systematizing 
Attempt (Psychological Issues, II, No. 
2, Monogr. 6). International Universi- 
ties Press, New York, 1960. 158 ial 5 

paperbound $3.00 — 

This modest monograph should, I believe, 
be read and thoroughly discussed as part of 
every psychiatric residency training pro- 
gram. Itis relevant and important. 

Such a comprehensive statement of rec- 
ommendation requires that the reviewer’s 
argument be broadly supported. I intend to 
support it—upon the grounds of the author’s 
admirable scholarship, and upon his ad- 
herence to a reasonable neutrality in pre- 
senting the material on which he bases his 
argument. 

The argument is straightfor- 
ward. It asks the question, “Is psychoana- 
lytic. theory worthy of serious consideration 
by psychologists?,” and provides a tenta- 
tively positive answer, “Probably, yes.” ~ 

Before the discussion ef Rapaport’s the- 
sis, a few words concerning the. background 
setting for the monograph and some notes 
about the author’s scholarship: 

Background: The author, whose recent 
sudden death was felt to be a profound 
tragedy by behavioral scientists, was one of 
the nation’s most respected scholar-psychol- 
ogists. He received his Ph.D. in psychology 
at the University of Budapest in 1938, and 
had been head of the Department of Psy- 
chology, Director of the Research Depart- 
ment at the Menninger Foundation before 
becoming Research Associate and Senior 
Staff Member at the Austen Riggs Center, 
Stockbridge, Massachusetts, in 1948, which 
position he held until his death. Other writ- 
ings include Emotions and Memory, Diag- 
nostic Psychological Testing and The Or- 
ganization and Pathology of Thought. 

The monograph itself is the-sixth of a 


series entitled Psychological Issues, edited 
82 


by George S. Klein. The series is accom. 
panied by a frank editorial statement to th: 
effect that its editors feel that psychoanaly - 
sis can claim to be a general psychology, 
and that they (the editors) have an im- 


portant commitment to the advancement of — 
psychoanalytic theory. The editorial. board | 
consists of well: known psychologists and 


psychoanalysts, most if not all of whom 
have had affiliation with the Menninger 
Foundation and/or the Austen Riggs Cen- 
ter. 

Scholarship: It is | follow 


Rapaport’s tracing of Freud’s ideas. He is, 


on the one hand, so well informed concern- 
ing, the subject matter that he recognizes 
that the ideas changed over time and had 
therefore a historical or temporal quality. 
On the other hand, his. purpose in writing 


the monograph was to survey Freudian 
ideas with a view to organizing them into — 


theory (or locating a theory already there), 
and by that token’ “freezing” them—trer- 


dering them into static, stable propositions 
which could be tested. The monograph is 


subtitled, “A Systematizing Attempt.” 


The conflict between the author’s scholar- : 


ship and his theory-building propensities is 


‘therefore seen from the beginning of this 
work. He recognizes the thorny path’ he has 


accepted for himself by noting immediately 
(p. 9): “To my mind it is too early to at- 


tempt a systematization of the psychoana- 
lytic theory.” Nevertheless, once started, 
he has no choice but to continue; there is 
no turning back once an attempt at dak 3 


tematization has been begun. 


In addition, Rapaport is clearly familiar 
with the main currents of psychoanalytic 
writing in the 70 years which have followed 
Studien uber Hysterie. In tracing the course 
which psychoanalytic writers have taken to 
arrive at present-day concepts, he has 
touched most of the milestones and ‘Te- 
mained aware of the main trends of psy-— 
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ecn be predicted that his charting of the 
ec irse will not please all students, since 


sc ne rather pointed omissions include the 


erly “character” paper of Alexander, the 
“+ -eatment-theory” papers of Strachey, and 
the “super-ego lacunae” papers of Szurek 
a d Johnson. 

An example of the 


scholarship is.this excerpt detailing the 


development of ego psychology, in which 


the relevant ideas of authors of significance 


are smoothly and organized into} 
single paragraph: 

“For a long while the exploration of the 
; ego | seemed to be only a contemplated 
o program. Freud expected the information 
about ego functions to come from the 
- study of ‘narcissistic neuroses’ (7.¢., psy- 
chones) , but delayed this study because 
he considered the exploration of the un- 
- conscious to be the primary task. Yet 


: this program was indirectly pursued 
_ throughout the history of psychoanalysis _ 
_material with dispassionate simplicity, an 
economy of words that is nothing short of 
beauty at times, and a fine clarity of lan- — 
guage. For example, the title and text are. 


in the study of the defenses, censorship, 
secondary process, and reality relation- 
_ships. However, Freud did embark (1921, 
_ 1923) on an explicit conceptualization of 
the ego without studying psychoses anew, 
apparently prompted by the problem of 


‘the unconscious sense of guilt.’ Later 
he carried the study of the ego further 
(1926) by re-evaluating the problem of 
anxiety. Other psychoanalysts foll red 
his lead (Fenichel, 1922-36, 1 . 
Nunberg, 1931; Reich, 1933; Wae i 
1936) and the of this phase 
_ of the program were capped by A. Freud’s 
work (1936). The ego-psychological pro- 
gram was then dramatically broadened 
by Hartmann (1939) and by Erikson 


|  (1937,.1945). The ego was explored slowly 
__ but so successfully that a broad and still 
uncharted: area was opened up.” 


. The impact of Freud’s ideas has been so 
great in the Western world, and the literary — 
_ reaction to them so extensive, that to cull — 


eb sanalytic theory-making. However, 


‘the negative therapeutic reaction’ and 


relevant writings is no small task.:The au- 
thor has succeeded admirably in a bibliog- 
raphy of 340 items, which is quite adequate 
and which, except for the few omissions 
mentioned, the student in training should 


welcome as one of the best available. - 
_. Presentation of Thesis: Other recent writ- 


ers on psychoanalytic theory, uncomfort- 
bly aware of a broad spectrum of criticism, 
ave shown a regrettable tendency to argue 
fensively. The general theme has been, 
it were not for the enemies and critics 


of psychoanalysis, I would not have to 


speak up in our defense.” Perhaps such au- 


thor attitudes represent, in part, a retalia- 


tory responsiveness to certain offensively 
polemic attacks which have been leveled at 


their calling from time to time. If such a 
simple explanation suffices, then the serious 


psychiatrist deserves better. Just as opti- 


mism is not a countermeasure to pessimism, 
so “being abused” is not an effective coun- 

termeasure to abusiveness. 

Rapaport, in happy contrast, sieatiele his 


completely harmonious. He considers the — 


subject of importance to be “psychoanalytic 


theory,” and discusses it as just that. To 


wit: he has not set out to examine psycho- 
analysis as a movement, as a group phe- 


nomenon, as a quasi-religion, or as an 


organization. To him, the topic is psycho- 


analytic theory, and he carefully confines 


himself to these boundaries throughout. 
After having -briefly listed background 


factors about Freud himself which he con- | 


siders to be relevant, the author comes to 


grips almost immediately with the central. 


problem: 
“Freud’s theory four distinct 


‘models. They are united in the theory | 


itself, but not in one single model. We 
_ will first. present each of these, and then 


-attempt to develop a combined model.” 
The four models extracted by Rapaport — 


} 
"9 
he 
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(in contrast to the as seen by other prets the sum of in'o 


authors) are labeled: 


a series of ten basic propositions. memph: 8 


a. The Reflex-Arc (or Topographic) of these basic postulates are: 


Model, which he sees as first presented in 
Chapter Seven of the Dream Book. 
b. The Entropy (or Economic) Model, 


(B) Behavior Is Integrated and Indivis:- 
ble: The Concepts Constructed for Its E:.:- 
planation Pertain to Different Componen:s 


which he also traces back to its aeeeings of Behavior and Not to Different itech 


in the same chapter. 
c. The Darwinian (or Genetic)‘ Model, 


(The Gestalt Point of View). 
(F) The Ultimate Determinants of All 


which theory of psychosexual development Behavior Are The Drives dase Dynamic 


he traces to Three Contributions. 


d. The Jacksonian (or Neural. Integra- ’ 
tion Hierarchy) Model, the source of which (The Psychosocial Point of View). 


he is not so explicitly able to locate, tracing. 


Point of View). 
(J) All Behavior Is Sosially Determined 


Each postulate is presented with care 


it to such temporally disparate sources as. and deliberation, thoroughly considered and 
the early work with Breuer in 1893, and examined without contentiousness. When 


the much later paper, “The Unconscious,” 


in 1915. This model, dealing with such con- ~ 


cepts as unconcious, conflict, inhibition, un- 
- conscious drive forces and counterforces, is 
the one which has come to be termed “the 
dynamic point of view,” and is the most 
popular. 
Having ‘eatkined the disparateness of the 
various Freudian models, Rapaport then 
attempts to combine them, using more defin- 


itively psychologic language (conation, 


cognitive) for the process. It is a worthy 
try, and will no doubt be applauded by 
theory makers, but let me sum it up in the 
author’s own words: 
“Thus, this combined model... does 


unite all the models Freud used. But j .. 
does so at the price of falling into six 
partial models which by their very na-— 


ture (if not by that of the theory, or 

even the subject matter) overlap.” 

Here, one has deep sympathy for the 
salar: who admits in his real and simple 
humanity that theory-building has its prob- 
lems, especially when one ends with more 
complexity than was apparent when one 


The second main section of the treatise — 


is devoted to a discussion of the structure 
of the system in terms of systematic inde- 
pendent, intervening and. dependent vari- 


ables. To arrange this, Rapaport reinter- | 


all have been presented, the author exam- 
, ines them as a whole and centers his interest 
* upon a point which, although relatively 
“quiet,” was present in Freud’s thinking as 
early as his association with pre; and 
even today remains crucial. 

“1. The psychoanalytic éoncept of 
overdetermination implies one or 
several determiners of a given behavior, 
which appear to. explain it, do not neces- 
sarily give its full causal explanation. 
This is not per se alien to other sciences, 


though a principle of overdetermination — 


- did not become necessary in any of them. 
_ Psychoanalysis’ need for this principle 
seems to’be due partly to the multiplicity 
of the determiners of human behavior, 
- and partly to the theory’s characteristic 
lack of criteria for the independence and 
‘sufficiency of causes. The determiners of 
behavior in this theory are so defined that 


_ they apply to all behavior and thus their 


empirical referents must be present in 


any and all behavior. Since there i is usu= 
ally no single determiner which con- 


 stantly assumes the dominant role in 
given behavior, other determiners can 
hardly be neglected while a'dominant dc- 
terminer is explored. When  favorab! 
eonditions make one determiner domi- 


2 nant, the investigator is tempted to con- 


elude that he has — a 
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4 relationship—as_ he indeed 
_ ias. Regrettably, the attempt to repeat 
; he observation or experiment in question 
often fails, because in the replication 
_. dther the same behavior appears even 
_ hough a different determiner has become 
_ lominant, or a different behavior appears 
oven though the same determiner has re- 
nained dominant.” 


author next presents the problem of quan- 
tii.cation in testing psychoanalytic propo- 


_ sitions, and again finds the great obstacle 
to be the “looseness of the theory.” De- 


present status of the system, 
“The theory of psychoanalysis grew by 


; successive spurts in the 50 years of | 
_ Freud’s work. Additions and revisions — 


_ make it appear more like a patchwork 


f bespeaks a looseness of the theory 
. and ‘the lack of an explicit canon accord- 


_ to be fitted into its system. Yet psycho- 
_ analytic theory does have an impressive 
_ structural unity, though it is hidden un- 
_ der the layers of progressive additio 


and modifications, and has not been dis-« 


entangled and independently stated.” 


_ For completion, he concludes short notes 


Sout evidence for the system, ranges of 


application, and the achievements of the 
theory, provides some words of advice 
about methodology, and has this to say 


about the future: 
“The future .. 
4 tion of the problem of structure forma- 


__ tion and learning. If that solution should 
_ arise from the matrix of psychoanalytic 
_ theory, the latter may become the core 
_ of psychology proper. If the solution’ si 


_ should prove relatively independent. of 


_ Psychoanalysis, then psychoanalysis is 
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Still speaking as a the 


ing to which revisions and additions are — 


likely to become a subordinate 
part of the general theory of psychology 
as the core of its clinical and motiva- 
_ tional theories, but its concepts and 
theories will be reducible to more fun- — 
damental ones. The existing learning — 
theories have not accomplished this re- 
_ duction and it seems unlikely that they _ 
ever will.” 
Finally, in a section which will no doubt — 


be widely discussed among psychologists, 
Rapaport slaps mightily at scientific 
_ method when used as canon: 


“The stress on the ‘scientific method’ 
becomes an obstacle to theoretical prog- 
ress in several ways. First, the stress on 
teaching the scientific method and the de- 
sign of experiment diverts attention from 
training in observation. Second, it dis- 
courages the budding investigator’s in- 


than an architectonic design, since their . terest and trust in his own hunches and 
- eonsequences for the structure of the sys-_ 

tem have often remained a matter of a 
passing comment by Freud or isolated — 
papers by other psychoanalysts. This in © 


_ speculations. Third, it makes the ‘scien- 
tific method’ and the ‘design of experi- 
ment’ appear as a sure-fire way to pro- 
duce ‘research findings.’ The findings thus 

_ produced clutter our literature and crowd 
out the interest in methods of experi- 
menting and observing. Fourth, it leads - 
to a publication policy (and, through it, 

‘to a training by precept) such that the 
publications conform to the ‘scientific 
method’ and cover up the actual tracks 
of the investigator even when by chance 
his tracks would be worth knowing. The 
publications read as if investigation con- 
sists of nothing but the application of the 
scientific method. Thus to the novice, our 

_ (and what is more important, his own) 

Actual disorderly ways of productive 

_ thinking must appear as inadequate and 
falling far short of this forever unattain- 
able ideal. His self-observations, which 
show him that his thinking does not fol- 
low the ‘scientific method,’ become the 
sources of a gnawing self-doubt, which in 
turn only too often leads to a sterilizing 
~-eonstriction of thought: discipline, the 
very lifeblood of scientific thinking, be- 
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comes a bane. No wonder that in our — 


literature few authors are surprised, few 


things are surprising, and a deadly bore- 


dom prevails, aided and abetted by what 
the given journal considers to be the 
form of scientific reporting.” 

_ Critique: In that I have so long been a 
student of Mencken and feel, with him, a 
certain obligation on the part of the critic 
to speak out when moved, these observa- 
tions seem relevant: 

Systematizing, theory building, without 
specific purposes in mind, may well be miss- 


ing the point, as Freud himself suggested .; 


when he discussed the over-evaluation of 
objects and ideas. Let me illustrate: Sig- 
mund Freud was 3 wise man, wiser than 


most. When he thgught clearly; he thought 


with unusual clarity and discernment. This 
does not, and cannot, mean that Sigmund 


Freud thought or wrote) clearly at all 


and completely consist- 
ent in all his ideas, or was, even when in- 


serutable, merely disguising some’ ultimate 


truth. 

To wit: Sigmund was a be- 
ing and one who had a great many ideas, 
plus an extraordinary flexibility and free- 
dom in expressing them. He could not, ex- 

cept during his most muddled moments, 
have expected that all of the accumulated 
ideas he expressed in a lifetime. could be 
placed together into a holistic, overall-co- 
hesive theory. _ 

It has been obvious for a long ‘time that 
there is no psychoanalytic theory per se. 


There are, rather, a series of important and 


significant psychoanalytic ideas. 


I do not see the necessity for Freud’s | 


ideas to be held sacred and to be preserved 


only on that account, or to be found overall- 


cohesive to be useful. Psychiatry and psy- 
chology have more important concerns, and 
Rapaport, with his meticulous examination, 
has demonstrated this set 
out to do so or 


ae 


He deserves to be read. “Highly e00 | 
mended. 


Kenneth L. Artiss 


ing Human Motives. A Manual. Yale 
University Press, New Haven, 1959, 
452 pp. $9.50 

Lennarp, Henry L. Ar- 
NOLD (WITH HENDIN, HELEN C. AND 
Erpman B.). The Anatomy of 
Psychotherapy. Columbia University 
Press, New York, 
$6.00 | | 

John Dollard has that thone who 
out psychologists in their assigned stations 
in hell will find them busily engaged in 
content analysis. Since the process itself is 
so laborious, one may well wonder why cer- 
tain behavioral scientists inflict it upon 
themselves. While the two books here re- 

‘viewed do not portray the task of content 

analysis as an experience of hedonistic de- 

light, they do make a strong’ case for its 


‘importance in the study of psychotherapy. 


In this respect there is a rather attenuated 
similarity between them. They are also 
alike in their dedication to a clearly formu- 


lated theoretical frame of reference. But 


here the similarity ends. In their theoreti- 
cal approach, Dollard and Auld are com- 
mitted to a sometimes strained marriage 
between psychoanalytic and learning 
theory, whereas Lennard, Bernstein, Pal- . 
more and Hendin are committed to the use 
of sociologic concepts regarding small group 
interaction and communication in the study 
of the psychotherapeutic dyad. Dollard and 
Auld approach their task as “insiders” who 
are systematically surveying terrain pre- 
viously viewed impressionistically; Len- 
nard et al. approach theirs as “outsiders” 
importing “alien” instruments for mapping 
the same terrain. Dollard and Auld desiz- 
nate their work as a manual, although it 's_ 
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much more a Lennard 
ari his colleagues offer their book as a re- 
pot of research accomplished, although 
go ne of their sections on methodology read 


encouraging. 

Many sections of the Dollard ‘an Auld 
‘book read like chapters in a basic intro- 
duction to content analysis. They propose 
the following definition: “Content Analysis, 
in its general social-science definition, 
means the classification of what is said ac- 
cording to some set of categories. As we 
understand the term, content analysis does 
not imply any particular kind of catego- 
ries. Rather, the set of categories can be 
chosen so as to be appropriate for the prob- 
lem being studied” (p. 27). Both units into 
which utterances are divided and the cate- 


gories into which the units are placed con- = 
stitute the functional core of a content 


analysis system: Units and categories de- 
tive from the conceptual framework within 


which one operates and from the kinds of., 
jnvestigate. In 


problems one undertakes to 
a scholarly review of previous content anal- 
ysis studies of the therapeutic interview, 
‘written by James E. Dittes and included in 


‘one of the appendices, two basic types of 


¢ategories are delineated. One is based on 
such easily defined objective categories as 
the structural properties of language, vari- 


pility in words used by participants, 


pauses, and the specificity of verbal com- 


‘However, with such narrow-gauge objec- 


tive systems, serious difficulty is generally 
‘excountered in attempting to establish a. 


lationship between content categories and 


unit of verbalization to a category is mini- 
; al, resulting in a high level of reliability. 


behavior. The second tte of system de- 
scribed in the Dittes summary is exempli- 
fied by the work of Dollard and Auld. They 
assume that “single partial measures” can- 
not adequately portray the complexity of 
interview behavior, and therefore are poor > 
vehicles for testing out important hypothe- © 
ses. In Dittes’ words, “...one must exam- 


ine the full scope of what is said, in its full 


context, to understand the transaction” (p. 


~ 329). Since the scoring of comprehensive — 
categories calls for the exercise of a high 
level of inference, 


reliability can be 
achieved only through careful definition. 
Hence, the authors produced a manual 
which is a significant contribution to the 


definition of many constructs in Freudian 
and learning theory. In this “manual” one 


finds a nice balance between the clarifica- 


tion of theory and definition on the one _ 
- hand, and the empirical application of de- — 


fined categories to the study of interview 
behavior on the other. 

The welding together of two theoretical 
systems such as Freud’s and Hull’s into a 
single operational scheme calls for a com- 


_plementalness that is not present at all 


points of contact. However, in spite of the — 
difficulties associated with the attempted 
reconciliation of the two theoretical sys- 
tems, a careful reading of the coding scheme 
is an immensely rewarding experience. It 
represents a major effort to systematize 


concepts frequently used with discouraging 


ambiguity by clinicians. A glance at the 
coding categories of patient behavior indi- 
cates that more than motivation in its usual | 


sense is encompassed. In addition to such 


motivational categories as anxiety, depend- 


-ency, hostility, love, social mobility and 


sex, there are also symptomatic response 
categories and others dealing with the im- 


mediate doctor-patient relationship. With 


reference to the coding system, Dollard 
and Auld emphasize repeatedly that a scor- 
ing category was never proposed simply be- 
cause it was relevant to their theoretica! ref- 


lite parts of a manual. Anyone who has 
d d with th 
fo ind occasion to contend with the com- 
“* plex and shifting problems that arise in the 
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erence systems. Theoretical considerations 


were balanced by the empirical pull of the 
interviews they studied and the problems 
they wished to explore. If a particular in- 


terview seemed to call for a category, they - 
would define it and, as they put it, “place - 


it on probation.” It survived its probation- 

ary period only if it proved to be useful 

across a wide range of interviews. Thus 

their signs have the merit of proximity to 

the interview material, but are of course 
limited by the interviews used. 

The, courage of. Dollard and Auld in ex- 
tending their coding scheme into complex 
and highly inferential areas is exemplified 
by their formulation of criteria for the 
scoring of unconscious motives. In this sec- 
tion the reader will find an exciting example 
of the creative use of learning theory prin- 
ciples in the clarification of a construct that 
psychotherapists have long used but done 
little toward delineating in specific, clini- 
apes operational terms. Consider, for ex- 

base the particular definition that Dollard 

‘Auld give the “conscious” versus the 
The former is regarded as 
that which can be named or labeled; the 
latter, as that which cannot. Lest such a 
behavioristic distinction appear too limited 
or alien to the clinician, the authors add 
that the crucial test is not that of simple 
neglect to name, but rather inability to 
name. The discussion of repression and the 
unconscious is then followed by specific, 
“manual”-type instructions for recognizing 
and scoring repression in verbal material. 

In overall balance, such issues as unit- 


izing, reliability and validity of categories 


used appear to be dispatched with relative 
brevity, In actuality, however, they are not — 
neglected; they are simply dwarfed by the 
completeness and the elegance with which ° 
the authors developed their theoretical po- 
sition. It is characteristic that instructions 
for unitizing are not simply presented: in a 
work-sheet manner, but follow a compre- 
hensive discussion of different types of 
units, and the relationship between unit size. 


and under investigation. Sin +e 
Dollard and Auld were interested in stud ’- 
ing the detailed process of psychotherapy, 
they selected a fairly palgronrente unit, tie 
independent clause. 

Similarly, reliability data are presented 
after a general consideration of problems in 
the assessment. of reliability in content 

analysis. In defense of their publication of 
a book which is long on reliability data and 
short on validity data, the authors have this 
to say: “It should be apparent therefore 
that developing reliable measures of. the 
events in psychotherapy is no pious and 
empty exercise, nor is it a compulsive ab- 
sorption. in minutiae. It is, instead, a nec- 
essary step in the development of a science 
of psychotherapy. ... Much of our work .. 
can best be described as the devising of 

: reliable measures for concepts such as re- 
sistance, conflict, anxiety, and hostility 


which have hitherto een Poorly defined” 


295). 

Evidence as to the yield in tess of va- 
lidity is, by the authors’ own admission, as 
yet skimpy. Some data are given, based on 
the scoring of 68 interviews conducted by 
six different therapists with eight patients 
and one clinically normal subject. They 
found that the system was flexible enough 
to be applied to the different therapist-pa- 
tient dyads. Although the results reported 
are not extensive, they are suggestive of the 
kinds of problems the system is equipped 
to cope with. These include the mutually 
exclusive occurrence of certain motives, the 
interaction of motivational expression and 
resistance, and the contingency between 
certain types. of therapist behavior and pa- 
tient response. The studies completed so far 


are congruent with previous ones conducted 


by Auld and White, and by Murray, and 


point. broadly to the course that fone. in- 


vestigation may follow. __ 

~The focus of Lennard, 
more and Hendin at the Bureau of. Applied 
Social Research, Columbia University, 


different from that in 


oe 


at 
ws 
§ 
t 
hi 
te 
& 
1s 
t 
a 


fe of Dollard and Auld. One need only 
s n their final chapter (entitled “Some 


I st Thoughts”) for an impression of the 


trast. Lennard and his group emphasize 
tl it one of their objectives is to demon- 
si ate how the concepts of one discipline 


( ociology) can contribute to the under- 


si nding ‘of problems faced by another dis- 


ci line (psychiatry). Having thus written . 


their own credentials, they advance a num- 
ber of. postulates about the psychothera- 
peutie interaction, derived from Bales’s 
small-group theory, and apparently sup- 
ported by the data they present. They es- 
chew the intrapsychic sphere, the interplay 
of drive and defense, and turn their atten- 
tion to the interaction between the two 
individuals that constitute the psychothera- 


peutic dyad. Their postulates are explana-— 


tory of this interaction as though it were 
occurring in a small group, reduced to its 


minimal structure. They utilize the thera- 


peutic situation as an opportune one for 
studying a very special type of small-group 
verbal behavior, making explicit their lack 
of interest in such therapeutic problems as 
strategy, progress or cure. — 

The authors take issue with an assump- 
tion, held by many in psychiatry, that the 
differences between therapists in terms of 
theoretical bent are significant in determin- 
ing therapeutic practice: “We believe that 
the most important contribution of therapy 
lies in the experience, in the total and re- 


current pattern of patient and therapist in-- 


teraction, extending over an enduring pe- 
riod. The enormous amount of similarity in 
therapeutic systems suggests to us that what 


is shared by different therapist-patient pairs 
may be at least as therapeutic as that which | 


‘is unique” (p. 194). With this type of sys- 


tem-sensitive approach the authors then — 
find 
“apiste and patients interact in the true sense 
oi the term, and that feedback plays an es- 


.a good deal of evidence: that ther- 


ntial role in treatment” (p. 194). Lennard 
ei al. would agree with Dollard and Auld 
_tiat the behavior of both therapist and pa- 
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tient can be understood only when one pos- 
tulates the active influence of determinants 
that are partially out of the awareness of 


both participants. But Lennard and his 
group populate the area of unawareness, not | 
with drives and conflicts, but with small- — 
group system laws and pressures. They 

argue that the training of therapists should 


concern itself with the fostering of system 
awareness in the practitioner, so that he 
might better adjust his therapy behavior to 


that of the patient and to the lawful re- 
quirements of the system. In brief, Lennard 


et al. are interested in the small-group struc- 
ture within which verbal communication 
takes place between patient and therapist. 
This structure is determined by various 
laws which govern verbal communication. 
Thus, they advance certain hypotheses per- 
taining to the therapeutic dyad as an in- 
formational exchange system. They postu- 
late a systematic relationship between “the 
amount and quality of information put into 
the system by the therapist” and “the 
amount and quality of the: informational 
output of the patient.” Moreover, they re- 


gard this relationship as reciprocal.-They 
found. that therapist statements containing 


propositions of low informational specificity 


| consistently yielded a greater number of 


patient propositions than did therapist 


statements of high informational specificity. 


Reciprocally, as patient output fell, thera- 
pists tended to increase the specificity of 
their verbalizations. Although it is not pos- 
sible to review the various hypotheses and 
the extensive findings of this study here, all 
who are interested in this novel view of the 
psychotherapy process are assured that they 
will find a reading of the book most profit- 
able. 

The data consist of recordings of eight 


therapies (four therapists with two patients 


each) over a period of eight months. There 


are 500 recorded sessions, 120 of which were 
subjected to intensive. content analysis. — 


Though the four therapists consider them- 


selves to be psychoanalytic in orientation, 
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